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D OES MEDICAL RESEARCH PAY OFF? 



This fact sheet has been compiled from 
the best available information by the 

National Health Education Committee, Inc. 

866 United Nations Plaza, New Yovk, N. Y. 10017 



1966 












A REPORT ON 



HOW OUR 
MEDICAL RESEARCH 
DOLLARS 
HAVE PAID Oh- 
FOR THE 



AMERICAN PEOPLE 
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100% DECLINE IN DEATH RATE FROM POLIO 
1951 - 1965 
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WHAT HAVE BEEN THE DECLINES IN DEATH RATES 



SINCE 1944 DU E TO MEDICAL RESEARCH? 

Between 1944 and 1965, death rates from these causes have shown Hie 



following percentage declines: 


Percent Decline 


Whopping cough 

Influenza 

Polio 


100% (1951-65) 
93% 

100% (1951-65) 


Tuberculosis 
Maternal dea hs 
Dysentery 


88% 

86% 

86% (1951-65) 


Acute rheumatic fever 

Appendicitis 

Syphilis 


90% (1944-63) 
81% 

85% 


Acute nephritis 
Hypertensive heart disease 
Asthma 


67% (1951-65) 
49% (1951-65) 
51% (1951-65) 


Infant deaths 

Pneumonia 

Anemias 


38% 

26% 

31% (1951-65) 



DUE TO MEDICAL RESEARCH PROGRESS! 



WHAT HAVE BEEN THE DECLINES 
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IN DEATH RATES? 



1945 1 949 1947 1949 1949 1950 1951 1952 1953 1954 1955 1955 1957 1959 1959 1990 1 991 1992 1 953 1 954 1 955 



DECLINE IN APPENDICITIS DEATHS 

Seurce; Netiertel Office ef Vital Statistics, Death 
rates per 100,000 estimated mid-year pa pu- 
le tien. 
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WHAT HAVE BEEN THE DECLINES IN DEATH RATES? 
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WHAT DISABILITIES HAVE BEEN REDUCED DUE TO MEDICAL RESEARCH? 

1. TO WHAT EXTENT HAVE THE MENTAL HOSPITAL POPULATIONS 
DECLINED? 

The tranquilizing drugs (reserpine, chlorpromazine, and a whole host 
of new drugs, including the psychic energizers) have, over the past 
10 years, revolutionized the care of state mental hospital patients and 
brought about an unprecedented sustained annual reduction in state 
hospital populations. 

At the end of 1955, there were 558, 922 resident patients in State and 
local government mental hospitals, and the number had been con- 
stantly rising due to lack of effective therapies for schizophrenia and 
depressions. During that same year, there were 178, 003 admissions 
to and 126, 498 net releases from these hospitals. (1) 

At the end of 1965, even though admissions had increased 136,000 
to a total of 314, 443, there were 83, 161 fewer resident patients in 
these same hospitals in 1965 as compared to 1955. (1) 

This reduction in institutionalized patients over the past 10 years is 
roughly equivalent to the combined mental hospital populations of 19 
states: Alabama, Arizona, Arkansas, Colorado, Connecticut, Dela- 
ware, District of Columbia, Florida, Idaho, Kansas, Kentucky, 

Maine, Mississippi, Missouri, North and South Dakota, Minnesota, 
Vermont and Washington. 

The key to this spectacular reduction is the 126% increase in num- 
ber of patients released each year - from 126, 500 in 1955 to 287, 000 



ESTIMATED NUMBER OF RESIDENT PATIENTS IN STATE & LOCAL 



GOVERNMENT MENTAL HOSPITALS IN THE U. S. - 1950-1965 
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Rel eases from New York State mental hospitals alone have increased 
over 113% between 1955 and 1964. Net releases for the year ending 
March 31, 1955 totaled 11,540; as of March 31, 1964, 24,688. (2) 

The resident patient population has dropped by 8, 036 patients. (2) 



2. WHAT HAS BEEN THE DECLINE IN THE NU MBER OF POLIO CASES? 
In 1952, 57, 879 polio cases were reported; in 1963, only an estimated 
449 were reported - a 99% decline from 1952 (3) the lowest number of 
cases reported in the U. S. since reporting began in 1912. This decline 
is due to the discovery and use of polio vaccine. 
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DECLINE IN TUBERCULOSIS DEATH RATE - 



1944, 1951, 1952, 1961, 1962, 1965 



0 10 20 30 40 50 



Before Streptomycin 



1944 
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5.4 86Z Decline 




39.5 



20.1 Use of streptomycin started 
in 1946 caused 49% decline 



15.8 Introduction of Isoniazid 
Feb. 1952 - 60% decline 



5.1 87Z Decline 



1965 4.1 89.67. Decline 



3. WHAT HAS BEEN THE DECLINE IN THE NUMBER OF CASES OF 
TUBERCULOSIS? 

In 1952, 85, 607 act* ve ases of tuberculosis were reported. In 1963, 
an estimated 54, 062 active cases w^re reported - a decline of 37%. (3) 
Since before the distribution of streptomycin which began in 1946, the 
TB death rate has declined 8^,6%. Following the discovery of the ef- 
fectiveness of isoniazid (in combination with PAS) as a treatment for 
TB in 1952, the death rate declined (between 1952 and 1965 alone) 74%. 

• 
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H^W MANY YEARS HAVE BEEN 



ADDED TO THE AVERAGE LIFE EXPECTANCY 



OF AMERICANS BECAUSE OF MEDICAL RESEARCH? 



In the 22 years, 1943-1985, life expectancy for Americans - males 
and females - increased from 63.3 years to 70.2 years, a total of 
almost 7 years. 



The median age at death has increased from 63 years in 1943 to 
69.6 years in 1964. This increase in life span has added greatly to the 
production and consumption of goods in the United States. The gross 
national product was $211.4 billion in 1944 and has increased to $622 
billion in 1964. (3) These added years of life are certainly a major 
factor in the increase in our gross national product, as well as the 
reduction in disabilities achieved through medical research advances. 



This advance in the prolongation of the prime of life has taken place 
as a result of research supported by the voluntary health agencies, 
the National Institutes of Health of the U.S. Public Health Service, 
and the pharmaceutical industry. 

12 . 



The major health advances in recent years have come largely from 
the United States due to the greater effort and expenditure of funds 
which was possible in the United States through funds voted to the 
National Institutes of Health and the great effort of the voluntary 
health agencies, and the pharmaceutical industry. 

Life expectancy in the U. S. has increased from 49 years in 1900 to 
60 years in 1927 to 70 years in 1965. 




Over -All 



69.9 years 



1963 Life Esqaectancy 
(At Birth) 



Males 



White 
67.5 years 



Non-White 
60.9 years 



Females 



White 
74.4 years 



Non-White 
66. 5 years 



(Detailed figures still incomplete for 1965.) 
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WHAT IS THE MOST IMPORTANT MEDICAL ADVANCE SO FAR IN 
THE 60 f s? 

Without doubt, the discovery of the usefulness of a reliable contra- 
ceptive pill, such as Enovid and others, is the most practical 
medical advance in the decade so far, as it makes it possible for 
families to ha Tr e children by choice and not by chance, when they 
are physically and economically capable of caring for their 
children. 



WHAT ARE 

THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS? 

I. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOP - 
MENTS IN THE TREATMENT OF ARTERIOSCLEROSIS OF THE 
HEART (heart attack)? 
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The value of treatment with anticoagulants during the first 4 weeks 
after acute myocardial infarction (heart attack) is now established. 
Such therapy reduces the mortality rate approximately in half. (4) 
Recent large-scale, well controlled studies have confirmed the 
finding that there is a marked reduction in the recurrence rate, hos- 
pitalization and death rate of patients who have suffered from myo- 
cardial infarction if they are controlled on long-term anticoagulant 
therapy for at least two years. The findings suggest that this improve 
ment may be maintained for as long as 4 years. (4) (34) (35) (36) 



14 . 



The weight of total evidence favors this decision. A recent study 
using a somewhat lower anticoagulant dosage concluded that if anti- 
coagulants are administered for the first and subsequent attacks of 
myocardial infarction and for all thrombo-embolic complications 
which arise there may be no gain in keeping the patient on anti- 
coagulants for life. There is fairly general agreement, however, 
that if the patient exhibits recurrent thrombo-embolic complications, 
anticoagulant therapy should probably be continued indefinitely 
unless contra-indications develop. 

A female hormone preparation, Premarin, has been reported by 
2 groups to reduce the death rate more than 50% and increase 
survival time following a heart attack in males under 53 years of 
age. (5) (6) (7) 

H. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS 
IN THE TREATMENT OF HYPERTENSION? 

Following the development of the anti -hypertension drugs, the death 
rate from hypertensive heart disease declined 49% between 1951 and 
1965. 

Studies have shown that elevations in blood pressure (for any given 
age group of the population) are tied in with decreased life expectancy. 
Insurance company studies of over 4 million people show life expec- 
tancy is reduced by a blood pressure of 150/100 mm. Hg compared 
with normal pressure (less than 130/90). People with elevated blood 
pressure of 150/100 mm. Hg have the following reductions in life 
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expectancy, depending on age and sex: 

Reduction in Life Expectancy (Years)* 



Age 


Men 


Women 


35 


16 1/2 


(no data) 


45 


11 1/2 


8 1/2 


55 


6 


4 



♦Adapted from estimates by Statistical Bureau, Metropolitan Life 
Insurance Co. Based on experience of 26 companies, 1935-1954. 
Courtesy CIBA, Summit, N.J. 




HI. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS 



IN THE TREATMENT OF CANCER? 



Survivals of more than five years have been obtained through the use 
of drugs in several different forms of cancer which had a high fatality 



rate once the disease metastisized: 

(1) Choriocarcinoma treated with Methotrexate (9); 

(2) Retinoblastoma (tumor of the eye) treated with TEM plus x-rays. (9); 

(3) Wilm's tumor (tumor of the kidney in children) treated with 
Actinomycin D (10). 

In some cases, chemotherapy, while not curative, has delayed the 
progression of the disease and therefore prolonged survival. This 
appears to be true in breast cancer and carcinoma of the prostate, 
with the use of estrogen preparations in cancer of the prostate and 
the use of estrogen preparations or androgens, depending on age of 
patient, in breast cancer. 

For the first time, skin tumors were successfully treated with 
topical applications of ointments containing antitumor drugs. 

Treatment of more than 5, 000 primary skin lesions in about 300 patients. 




Fig. 1. Patient with metastatic adenocarcinoma of the colon. skin and subcutaneous tissue shows no adverse reaction. 

This lesion metastasized to the finger while the patient was re- Fig. 3. Site of lesion at 3 months after discontinuing 4 week 

ceiving intravenous 5fluorouracil, to which he was respond- course of daily applications of 20% 5-fluorou'xicil ointment, 

ing with regressions of tumor at other sites. Fig. 2. Lesion The tumor has undergone resolution. Normal skin and nail 

after 7 daily administrations of an ointment containing 20% have regrown without marked abnormality, indicating lack of 

5-fluorouracil. Lesion is undergoing necrosis. Adjacent normal damage to normal tissues. 
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applying a hydrophilic cream base containing 0. 5% to 20% 5-Fluoroura il. 
(5-FU) caused regression in more than 90% of basal cell carcinomas 
and premalignant soxar keratoses involving large areas of the skin. 
Differential action on neoplastic and normal tissues, respectively, re- 
sulted in minimal or no scar formation. Resistant lesions regressed 
when 30% 5-FU was applied. Regression also occurred with epithelio- 
mas arising in severe and extensive radiodermatitis, metastatic skin 
lesions of adenocarcinomas, and local recurrence of lymphosarcoma. 
Regressions have lasted for observation periods of up to 5 years. (14) 



IV. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS 
IN THE TREATMENT OF VIRUS DISEASES? 

A. DEVELOPMENT OF INFLUENZA VACCINES 

A total of 86, 000 deaths in excess of the normally expected number 
occurred in the U. S. as a result of the 3 epidemic prevalences of 
influenza in the period 1957-1960. The high-risk groups were demon- 
strated to be persons over 65 years of age, persons with certain 
associated chronic diseases, particularly cardiovascular disease and 
broncho-pulmonary disease, and pregnant women. (12) 

Deaths from influenza could be reduced if people were routinely im 
munized by the newer vaccine against Asian flu and types A and B 
influenza viruses. 

18. 
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B. DEVELOPMENT OF POLIO VACCINES 



The National Foundation estimates the Salk vaccine has saved be- 
tween 1954 and 1960 about 30, 000 people from becoming victims of 
polio. This would mean the saving of about 2, 000 deaths from polio 
and a saving in patient care costs in excess of $75 million. The pres- 
ervation of human usefulness, in terms of probable lifetime earnings, 
/ 

would exceed $1 billion. (13) 

An oral vaccine is now also available. 

Polio cases have declined from 57,879 in 1952 to only an estimated 
449 in 1963 --a 99% decline. (3) 
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C. DEVELOPMENT OF MEASLES VACCINE 




In 1963, 385, 156 cases of measles were reported in the United States. 
(3) Many of these can be eliminated in the future with wide-spread 
distribution and use of a vaccine against measles. 440 people died 
from measles in 1965. 



D. DEVELOPMENT OF A GERMAN MEASLES VACCINE 

Researchers at the National Institutes of Health recently announced 
development of a new vaccine against German measles, the viral 
disease responsible for deforming thousands of babies. The vaccine 
is still being evaluated but preliminary results are very encouraging 
that an effective safe vaccine, offering long lasting protection, has 
been found. (16) 



V. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS 
IN ARTHRITIS, METABOLIC DISEASES & DIABETES? 



a. Development of the use of steroid hormone compounds in the treat 
ment of arthritis and other disorders. 



These drugs are cortisone and hydrocortisone and their synthetic 
analogues prednisone, methyl prednisolone, triamcinalone, dexameth- 
asone, and others. These compounds can be effective in suppressing 
the painful and inflammatory symptoms of rheumatoid arthritis. (15) 
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Other new drugs helpful in the treatment of rheumatoid arthritis 



include: 

(a) Phenylbutazone , which may reduce inflammation temporarily, 
relieves pain and stiffness; but like other powerful drugs some- 
times causes side effects; (20) 

(b) Antimalarials - Certain compounds such as chloroquine, which 
have been developed against malaria, are used in the treatment of 
rheumatoid arthritis and systemic lupus erythematosus. Care must 
be taken in their use because of possible systemic toxic effects, 
including ocular involvement. (20) 

(c) Indomethacin - This is a new anti-inflammatory drug, not 
related to cortisone or aspirin, which may relieve certain symp- 
toms associated with rheumatoid arthritis. It can be prescribed 
for long-term treatment, with relatively minor side-effects. Ex- 
perience suggests its greatest usefulness to be in spondylitis, 

' gout and osteoarthritis, particularly osteoarthritis of the hip. (20) 



GOUT can now be effectively treated with drugs like colchicine to 
arrest and prevent recurrences of acute attacks, and with such 
uricosuric agents as probenecid (benemid), phenylbutazone (butazo- 
lit^n), and sulfinpyrazone (anturan) which are effective in reducing 
uric acid concentration in blood and tissue to normal levels. 

A new drug, Allopurinol, has also been found to be effective in 
preventing the body from making too much uric acid in the first 
place. (20) 
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GOUTY HAND 
WITH TOPHI 



Current synthetic derivatives of cortisone may be life-saving in 
LUPUS ERYTHEMATOSUS, DERMATOM YOSITIS , ACUTE RHEU- 
MATIC CARDITIS with congestive heart failure. (15) 

Steroids are also useful in the treatment of ADDISON f s DISEASE, 
and for patients who have undergone adrenalectomy or hypophysec- 
tomy. These steroids have revolutionized the treatment of certain 
diseases, such as thrombocytopenic purpura, severe chronic asthma, 
ulcerative colitis, polyarteritis nodosa and infections of the eyes. 

b. DEVELOPMENT OF NEW TEST FOR GONOCOCCAL ARTHRITIS 
A rapid, simple and reliable test for gonococcal arthritis, employing 
immunofluorescent technique which detects presence of antibodies to 
this organism in 2 drops of patient's serum, has been developed. 

This disease is frequently missed in women yet when recognized 
early can be effectively cured by penicillin. (15) 
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c. DEVELOPMENT OF DIAGNOSTIC TESTS FOR RHEUMATOID 



ARTHRITIS 

"* A number of tests have been developed which can pinpoint rheumatoid 
arthritis, whereas in the past it was difficult to distinguish between 
rheumatoid and other forms of arthritis. 

The sheep cell agglutination test, l atex fixation test, Bentonite floe- 
culation test, and others are extremely valuable in the differential 
diagnosis of arthritis; some of these tests are even useful in the diag- 
nosis of other related rheumatic diseases. (15) 

These tests have been developed in recent years as a result of re- 
search grants of the National Institute of Arthritis and Metabolic 
Diseases. 

These new tests are based on the presence in the blood of patients of 
specific "rheumatoid factors". Contemporary studies pertaining to 
these factors, and to other hypersensitivity phenomena in the rheumatic 
diseases, constitute hopeiul developments toward the eventual deter- 
mination of their respective causes. 

d. WHAT ADVANCES HAVE BEEN MADE AGAINST DIABETES? 
DEVELOPMENT OF ORAL DIABETIC DRUGS 
Two out of every 5 diabetics, with advice from their physicians have 
switched from insulin by injection to these new products, such as 
tolbutamide. The drugs are also proving useful in combination. Many 
diabetics who do not respond satisfactorily to any single drug are 
being successfully treated with a combination of them. 
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VI. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOPMENTS 



IN NEUROLOGICAL DISEASES? 
a. NEW DRUGS FOR EPILEPSY 

Many new anticonvulsant drugs have been developed which can wholly 
or partially control epileptic seizures in some .80% of cases, including 
Phe nobarbital, diphenylhydantoin sodium (Dilantin sodium), Tridione, 
Paradione, Mesantoin, Phenurone, Mysoline, Mebaral, Celontin, 
Milontin, Zarontin, Diamox, Bromides, etc. Some of these drugs in 
combination are more effective than when used alone. Surgical relief 
is now also possible in a few selected cases. (16) 




The electroencephalogram being 
taken here is not only an ex- 
cellent diagnostic tool but also 
increasingly used in research. 



b. DEVELOPMENT OF A SIMPLE, INEXPENSIVE TEST FOR 
DETECTING PHENYLKETONURIA (PKU) 

A simple, inexpensive test has been developed for detecting phenyl- 
ketonuria (PKU), an inherited biochemical condition which damages 

24 . 



f 



the brain by storing excessive amounts of phenylalanine in the blood. 
The new blood test is rapid and permits mass screening procedures 
for essential early detection and treatment of high blood levels of 
phenylalanine among the newborn. 

A special phenylalanine-free diet can prevent the serious complica 
tion of mental retardation associated with PKU. (16) 



VH. WHAT ARE THE MAJOR RESEARCH PAYOFFS AND DEVELOPMENTS 

AGAINST DISORDERS OF VISION? 

a. A cure for herpes simplex keratitis, the agonizing shingles of the 
eye, has been found. The drug called IDU, used to treat cancer 
patients, was found to be a cure for herpes simplex keratitis by a 
grantee of the National Institute of Neurological Diseases and Blind- 
ness. The cure is thought to be the first successful treatment of a 
virus disease in the eye with an antiviral drug. Herpes simplex kera- 
titis is a prominent cause of blindness in this country and it is prob- 
ably the leading cause of corneal scarring necessitating transplant 
operations. (16) 

b. A new technique for removing congenital cataracts in children allows 
the opaque lens (cataract) to be drawn out by "needle aspiration" 
instead of breaking the fibers which hold the lens in place. Cataract 
surgery in children was previously very difficult because of the 
toughness of these fibers, which had to be broken in order to extract 
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the lens. (16) 

c. Adult surgery for cataracts is often facilitated by the enzyme, alpha - 
chymotrypsin, which studies supported by the Nat'l Institute of 
Neurological Diseases and Blindness have proved to be safe to use. 
This chemical weakens the ligament holding the lens so that the lens 
is more easily tumbled out. (16) 

d. Progress has been made in research relating to the preservation of 
corneas for transplants or graftings to replace opaque corneas of 
patients. In addition to preservation by dehydration, recent studies 
indicate that corneas may also be stored and shipped in the deep 
frozen state. Since freezing is a simpler process, it makes possible 
the storage of donor material until needed. (16) 





At Cclumbia-Presbyterian Med- 
ical Center a "plastic button" 
has been developed for insertion 
into a portion of the clouded 
cornea. New techniques have 
enabled a large number of pa- 
tients, among several hundred 
cases, to enjoy restored vision, 
where transplant of the human 
cornea has not accomplished 
this. 

The "plastic button" gives the 
effect of a clear cornea through 
which light can be transmitted 
to the retina. 
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vm. _ WHAT ARE THE MAJOR RESEARCH PAYOFFS AND 
DEVELOPMENTS IN TROPICAL MEDICINE? 



The World Health Organization programs, using the discoveries of 
medical research, have accomplished the following: (17) 



IN MALARIA: 



Out of 1. 5 billion people inhabiting originally malarious areas, 343 
million now live in areas where malaria has been eradicated, some 
713 million are covered by eradication programs in advanced stages, 
and 321 million by programs in preparatory stages by the World 
Health Organization. (17) 




The disease is transmitted by 
mosquitoes and is fought with 
insecticides (to kill the mos- 
quitoes) and drugs (to kill the 
parasites in bloodstream of suf- 
ferers). 

Here, Dr. Hornet, member of a 
WHO assisted Iranian national 
malaria eradication team, ex- 
amines a boy of the Courjii tribe 
suffering from malaria. 
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IN TUBERCULOSIS: 



The drop in tuberculosis mortality in the 5 countries, Puerto Rico, 
Chile, Uruguay, Venezuela, and the United States is impressive and 
bears witness to the great efforts undertaken by the national health 
administrations in order to combat this disease, through the use of 
BCG vaccine and new anti -tuberculosis drugs (streptomycin, 
isoniazid, PAS). 




Up to December 31, 1964, more than 433 million people have been 
tuberculin- tested, and of these more than 169 million have been BCG 
vaccinated in the WHO-UNICEF BCG vaccination program, covering 
over 60 countries and territories. (17) 
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In 1964, 12 million children received BCG vaccine, and 162 
million children now are protected against TB in 64 countries. (17) 



IN SMALLPOX: 

Cases of smallpox are still counted in tens of thousands every year 
worldwide. Since the eradication program was launched by WHO in 
1959, about 12 countries have eradicated smallpox. World eradica- 
tion might be achieved within 10 years for an international expendi- 
ture of about $30 million according to a recent estimate made by 
WHO. Up to 50 million doses of freeze-dried vaccine are needed 
annually, in addition to supplies locally produced or already being 
provided through bilateral agreements. (17) 



IN YAWS: 

The systematic case finding and treatment of yaws have considerably 
reduced this disease, which can be completely cured by a single 
injection of penicillin. 

Some 45 countries and territories have been involved in mass 
campaigns: 134 million people were examined during preliminary 
surveys; 350 million examinations took place during the entire initial 



and control stages and 43 millions wore treated. But there is still 
more to be done: 50-60 millions, of which 10-15 millions are in- 
fected, still live in endemic areas where as yet no intensive efforts 
have been made. The great hope in the medical research field is 
the cultivation of pathogenic treponemes followed by the develop- 
ment of ar effective vaccine. (17) 




The first victims of yaws are always the chil- 
dren. Yaws is the disease of poverty and filth. 
Transmitted by mere contact it first attacks chil- 
dren, leaving sores ail over the body, disfigur- 
ing the face, draining away energy. Yaws may 
even cripple for life. 



IN TRACHOMA: 



Some 400 million people, 1/6 of the world’s population, are victims 



of trachoma, a painful eye infection causing damage to the eyelids 
and cornea, which in turn can produce scar formations, deformity, 
and total or partial blindness. 

Not until the discovery of antibiotics was control of these diseases 
possible. Now, the application of aureomy cin or terramycin ointment 
is helping to cure millions of victims. 



IN LEPROSY: 



Leprosy afflicts about 10 million sufferers throughout the world, of 




Before and after sulfone 
trectment for leprosy. There 
are still millions of cases in 
the world, but now few 
need to be hospitalized. As 
the stigma disappears there 
are more volunteer patients. 




Before treatment 



After treatment 



which only about 20% receive treatment of any kind. A number of 
sulfone drugs, developed in recent years (such as promin, diasone 
and sulphetrone) have proven successful and are now the treatment 
of choice against leprosy. The shortage of personnel for leprosy cam- 
paigns is one of the biggest difficulties in arranging leprosy control 
projects in countries in which leprosy is an important problem. 
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Other communicable diseases for which specific goals have been set 
in research or control are smallpox, bilharziasis (schistosomiasis), 
onchocerciasis (river blindness), and trypanosomiasis (sleeping 
sickness). Effective application of present knowledge about these 
diseases is needed. 



WHAT ARE THE MAIN CAUSES OF DEATH IN THE UND ER- 
f " DEVELOPED COUNTRIES? 
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While reliable data are not available for many chantries on the num- 
ber and causes of death, existing data of the World Health Organiza- 
tion sh w that malaria, pneumonia, tuberculosis, gastritis (including 
duodenitis, enteritis, colitis) and other infectious and parasitic 
diseases represent the diseases causing the greatest death toll in 
the under -developed countries. The knowledge to control or prevent 
these diseases is known but is not being applied widely and effectively 
enough. 

WHAT ARE THE MAIN CAUSES OF DEATHS IN THE WESTERN WORLD? 



According to the World Health Organization, the leading causes of 
death are the same in all countries possessing reliable data: 

1. Heart diseases ("heart attack") - basic cause is arteriosclerosis. 

2. Cancer 

3. Vascular lesions ("stroke") - basic cause is arteriosclerosis. 
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HOW MANY MOTHERS AND INFANTS DIE EACH YEAR IN THE U. S.A. ? 



Estimated 1965 
Maternal and Infant Deaths: 

Maternal deaths 1, 150 

Infant deaths (under one year of age) 

About 71% (66, 172) died during first 28 days. 93, 200 
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WHAT ARE THE MAIN CAUSES OF DEATH IN THE UNITED STATES? 
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Causes of Death 

1. Cardiovascular-renal diseases 
Of these 999, 850 deaths, arterio- 
sclerosis caused 917, 060, of which 



Estimated % of 

1965 Deaths Total Deaths 



tn 

I 

l 


* — i i 

were hypertension 
2. Cancer 


999, 850 
296, 320 


55%) 71% 
} of 

16%) Total 


c 


3. Accidents 


106, 900 


6% 


c 


4. Pneumonia, except pneumonia of newborn, 
and Influenza (2, 150 deaths) 


61,460 


3% 


r~ ** 

I ' 
Li 

r 


5. Certain diseases of early infancy (birth 
injuries, postnatal asphyxia, atelectasis, ♦ 
infections of newborn) 


55, 060 


3% 


L 


6. Diabetes mellitus 


33, 170 


2% 


r 

L- 


7. Bronchitis & other bronchppulmonic 
diseases** 


32, 670 


2% 


c 


8. Cirrhosis of liver 


24, 240 


1% 


9. Suicide 


22, 560 


1% 


r 

L 


10. Congenital malformations 


19, 730 


1% 


p 


11. Ulcer of stomach & duodenum 


10, 560 


0. 6% 


J 

l 


12. Homicide 


10, 340 


0.6% 


r 


13. Hernia, intestinal obstruction 


9, 720 


0.5% 


Lj 


14. Infections of Kidney 


9, 550 


0.5% 


L 


15. Tuberculosis 


7, 920 


0.4% 


r 


i. 


, 700, 050 




L-J 

r 


Estimated deaths from all other causes + 


124, 950 


7.4% 


Lj 


Total estimated deaths, 1965 1, 


825, 000 


100. 0% 



(Estimated death rate per 1,000 population, 1965 - 9.4) 

♦Imperfect expansion of the lungs at birth; partial collapse of the lung. 
♦♦Includes other chronic interstitial pneumonia, bronchiectasis, 
pulmonary collapse (1 yr. and over), emphysema without bronchitis. 
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HOW MANY PEOPLE HAVE SOME CHRONIC AILMENT? 



A recently published National Health Survey report states that 84 
million or 45% of the civilian, non-institutionalized population of the 
United States have some chronic ailment. 

About 53.2 million persons were injured during the year, July 1, 1963- 
June 30, 1964, a rate of 28.6 per 100 persons. (39) 

People in the U.S. experienced an average of 16.2 days of restricted 
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activity during the year July 1963-June 1964 because of illness or 
injury. (39) 
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WHAT ARE THE MAIN CAUSES OF DISABILITY IN THE UNITED STATES? 



Estimated No. of People 
Afflicted (in some degree) 



1. Mental and emotional disorders 

2. Diseases of heart and circulation, including 
cerebrovascular diseases (mainly due to 
arteriosclerosis) 

3. Arthritis and rheumatic diseases 

4. Neurological disorders 



Including: 

Epilepsy 1, 800, 000 

Cerebral palsy 550, 000 

Multiple sclerosis & other 
demyelinating diseases 500, 000 

Parkinsonism 500, 000 

Muscular dystrophy 200, 000 



5. Hearing impairments 

6. Mentally retarded 

7. Visual impairments 

Legally blind - 416,400 (25) 

12 million children need eye care (25) 

8. Diabetes mellitus 

9. Cancer (estimated under treatment now) 



19. 000. 000 (18) 

16,421,000 (37) 

13.000. 000 (20) 

10 , 000, 000 ( 22 ) 



6,231,000 (21) 

5.400. 000 

3. 500. 000 (21) 



1,500,000 (23) 
870,000 (11) 
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WHAT DOES ILLNESS COST THE UNITED STATES? 



1. According to the National Health Survey, 240.5 million cU/s were 
lost from work because of acute illness by ill persons 17 years and 
over during the year July 1964-June 1965. Of these 240. 5 million 
days lost from work: (26) 




The estimated private expenditures for health and medical 
services in the U.S. in 1964 totaled $26.4 billion. (3) 



WHAT DOES ILLNESS COST THE UNITED STATES? $30 BILLION 



Days lost from work Estimated Wage Loss* 

because of acute conditions: 



100.8 million caused by respiratory conditions 

74.5 million caused by injuries 

14.7 million caused by digestive diseases 

18.1 million caused by infective & parasitic 
diseases 

32.4 million caused by all other acute conditions 

Total estimated wage loss from acute 
conditions 



$1,008,000, 000. 
$ 745,000,000. 
$ 147, 000, 000. 

$ 181,000,000. 
$ 324,000,000. 

$2,405, 000,000. 



2. The National Center for Health Statistics further reports that for the 
year July 1963-June 1964, a total of 385, 189,000 days were lost from 
work by currently employed persons because of illness or injury from 
all causes. (24) 

At the minimum daily wage of $10, this represents a loss in wages 
of $3,851,890, 000. 



3. Add to this the private expenditures for health and medical services 
of $26.4 billion in 1964 for a grand total of $30 billion in one year 
alone. . . . almost three times the interest to be paid on the Public 
Debt in that year. (3) 



♦Based on minimum daily wage of $10 (8 hours at $1. 25 per hour). 
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HOW MUCH DO THE PEOPLE WHOSE LIVES HAVE BEEN SAVED BY 



MEDICAL RESEARCH REPAY THE FEDERAL GOVERNMENT? 



$1, 354, 164, 688, plus the increase in revenue due to reduction in 
disabilities which cannot be estimated. (27) 



Vast numbers of disabilities which would have been caused by polio, 
influenza, appendicitis, syphilis, anemias, dysentery, acute rheu- 
matic fever, hypertensive heart disease, acute nephritis, whooping 
cough, and tuberculosis have been eliminated or reduced due to new 
drugs and vaccines, and billions in income added to the gross national 
product and income taxes. The development of the polio vaccines 
alone has meant the saving of human usefulness, in terms of probable 
lifetime earnings, in excess of $1 billion. (13) 



The decline in the death rate since 1944 has meant the saving of 



3, 291, 280 lives (this many more people would have died if the 1944 
death rate had prevailed through 1964.) (27) 



An estimated 1,217, 774 wage earners in this group earned 



$8, 037, 308, 400 in income in 1964 alone, on which they paid to the 



Federal Treasury in income and excise taxes for that year an esti 



mated $1, 354, 164, 688. (27) 
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The National Institutes of Health of the U. S. Public Health Service: 



National Cancer Institute 

National Heart Institute 

National Institute of Mental Health 

National Institute of Arthritis and 
Metabolic Diseases 



National Institute of Allergy and 
Infectious Diseases 

National Institute of Dental Research 

National Institute of Child Health & 
Human Development 



National Institute of Neurological National Institute of General 
Diseases and Blindness Medical Sciences 



The Institutes administer intramural research programs at Bethesda, 
Maryland, as well as research grants, research fellowships and 
training grants and funds for the construction of research facilities 
at hundreds of medical schools and centers throughout the country. 
Foreign grants are also made on a limited basis. 
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Research grants and awards to 
other countries, fiscal 1964 
$ 19,906,010. 
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WHAT DID THE U. S. PUBLIC HEALTH SERVICE SPEND THROUGH 



THE NATIONAL INSTITUTES OF HEALTH? 

In fiscal 1066, the U. S. Public Health Service will spend through the 
National Institutes of Health $1, 244, 406, 000 to find new treatments 
and cures for cancer, the cardiovascular diseases, mental illnesses, 
arthritis and metabolic diseases, neurological and blinding eye 
diseases, allergic and infectious diseases, dental disorders. 



HOW WAS THIS MONEY RE PAID? 

Thus, the funds spent in ficcal 1966 for research and training by the 
National Institutes of Health of the Public Health Service were repaid 
over 100% to the Federal Government in 1964 by the Federal income 
and excise taxes of individuals whose lives were saved due to medical 
research successes in the last 20 years, to say nothing of taxes paid 
by those who would otherwise be disabled. 

Income realized a id tax revenue paid by people who would have been 
disabled had it not been for these medical research advances, but 

who received treatment with new drugs, vaccines and other therapies 

✓ 

in time to prevent long-term disability, are incalculable and very 
much larger. 

The increase in production and gross national product of the U.S. 
due to the prevention of these deaths and disabilities is so great that 
it cannot be accurately estimated. Our gross national product has 
increased from $211.4 billion in 1944 to $622.6 billion in 1964. 




IN 1964 MAJOR VOLUNTARY HEALTH AGENCIES SPENT ON AN AVERAGE: 
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RESEARCH 

26.7% 

$36, 634, 270. 
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CARE AND 
EDUCATION 

73.3% 

$100, 537,276. 
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HOW MUCH DID THE MAJOR VOLUNTARY HEALTH AGENCIES RAISE 



AND ALLOCATE TO RESEARCH IN 1963 AGAINST THE MAJOR KILLERS 



AND CRIPPLERS? 




1964 




Agency 


Funds 

Raised 


Allocated % Allocated 

To Research To Research 


American Cancer Society 


$ 43?, 775, 341 


$ 14,993,368 


34% 


The National Foundation 


23, 680, 585 


3, 908, 723 


16.5% 


American Heart Association 


30, 121, 526 


10, 063,961# 


33% 


United Cerebral Palsy 


11, 200, 000 


711,159 


6% 


Nat’l Association for Mental 
Health 


8, 399, 000 


336, 014 


4% 


Muscular Dystrophy Assoc. 


5, 774, 619 


1,920,213 


33% 


Arthritis & Rheumatism Foundation 


5, 690, 000 


1,443,040 


25% 


Nat’l Multiple Sclerosis Society 


4,117, 855 


595, 838** 


14% 


Research to Prevent Blindness 
Committee 


616, 209 


486,437 


79% 


Damon Runyon Memorial Fund for 
Cancer Research ♦ 


2, 071, 700 


1,588,400 


100% 


Nat’l Society for the Prevention of 
Blindness 


936, 821 


68, 883 


7% 


Nat’l Council to Combat Blindness 


383, 788 


278, 574 


72.6% 


Deafness Research Foundation 


404, 099 


239, 700 


59% 




$137, 171, 546 


$ 36,634,270 


26.7% 



*A11 funds raised are used to support research 
♦♦National Office expenditure only. 

#Allocated fronufunds raised in prior year 



Note: Many of the voluntary agencies devote the greater part of their funds 
to patient care, service and education. 



ONLY $123 MILLION TO PREVENT HEART DISEASE AS COMPARED 




WITH $5.6 BILLION TO SUPPORT VITAL SPACE EXPLORATION 







HOW MUCH DOES THE U.S. PUBLIC HEALTH SERVICE SPEND FOR 



RESEARCH TO DEFEND US AGAINST ALL HEART DISEASES? 

Only $123 million through the National Heart Institute for research 
projects, research fellowships, intra-mural research, collaborative 
studies, review and approval and program direction costs, fiscal 1966. 
In addition funds for training grants totaled $17 million. 

Cardiovascular -renal diseases, largely due to arteriosclerosis, 
are our No. 1 Killer in the U. S. today. 

The incidence rate of clinical myocardial infarction (heart attack) 
is estimated at 1, 000 to 1, 500 cases per 100,000 middle-aged men 
per year, with 30% to 40% of first attacks acutely fatal. For the 
survivors of an acute attack, a minimum of 20% are dead in 5 years, 
with as many as 40% of high-risk cases dead in 5 years. (29) 



HOW DOES THIS COMPARE WITH WHAT THE FEDERAL GOVERNMENT 
WISELY SPENDS FOR OUR SPACE EXPLORATION PROGRAM? 

An estimated $5. 6 billion was spent by the National Aeronautics and 
Space Administration in fiscal 1966 for the conduct of the non- military 
space programs of the United States, including the exploration of 
space and its utilization for peaceful purposes, and to conduct and 
support advanced research and development related to space and 
aeronautics in support of civilian and military requirements, (30) 
compared with $123 million which the National Heart Institute will 
spend for research against our No. 1 Killer. 
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Both these photographs are of the same 
8V2 year old boy who had been suffer- 
ing with acute leukemia for about three 
months. Note that in the photograph on 
the left he cannot stand by himself be- 
cause of destruction of much of his skel- 
eton by the leukemic tumor. The photo- 
graph on the right was taken nine 
months later and shows the boy after 
return to a condition indistinguishable 
from normal produced by the action of 
a chemical agent taken by mcjth. He is 
in complete remission. This is a striking 
temporary effect which greatly prolonged 
this boy's life but did not save it. 




ONLY $153 MILLION TO PREVENT CANCER AS COMPARED WITH 





$2 BILLION $964 MILLION TO SUPPORT NECESSARY MISSILE TESTING 




HOW MUCH DOES THE U.S. PUBLIC HEALTH SERVICE SPEND FOR 



RESEARCH TO DEFEND US AGAINST CANCER? 

Only $153 million through the National Cancer Institute for research 
projects, research fellowships, intramural research, collaborative 
studies, review and approval and program direction costs, fiscal 
1966. 

In addition, funds for training grants totaled $10.9 million. 

Cancer is our No. 2 Killer, causing 296, 300 deaths in 1965. 

This means that 30 men, women and children died from cancer every 
hour of every day during the year, or one death every two minutes! 



HOW DOES THIS COMPARE WITH WHAT THE FEDERAL GOVERNMENT 



NECESSARILY SPENDS FOR THE DEVELOPMENT AND TESTING OF 



MISSILES AND RELATED EQUIPMENT? 



$1 billion 964 million represents the fiscal 1966 estimated 



obligations of the Department of Defense for research, development, 
test, and evaluation of missiles of all types (30), compared with 



$153 million which the National Cancer Institute will spend for 



research against our second leading cause of death. 



Before treatment 



After treatment 



ONLY $114 MILLION TO PREVENT MENTAL ILLNESSES AS COMPARED 






HOW MUCH DOES THE U. S. PUBLIC HEALTH SERVICE SPEND FOR 



RESEARCH TO DEFEND US AGAINST M ENTAL ILLNESSES? 

Only $114 million through the National Institute of Mental Health for 
research projects, research fellowships, intramural research, 
collaborative studies, review and approval and program direction 
costs, fiscal 1966. 

In addition, funds for training grants totaled $86 million. 

Mental illnesses afflict an estimated 19 million Americans (in some 
degree), fill every other hospital bed in the Nation, a m. over $5 

billion annually. (31) 



HOW DOES THIS COMPARE WITH WHAT THE FEDERAL GOVERNMENT 
USEFULLY SPENDS FOR ITS AC ULTURAL RESEARCH SERVICE ? 
$221 million was appropriated in fiscal 1966 obligations for the 
Agricultural Research Service of the Department of Agriculture for 
agricultural research relating to production, utilization, nutrition and 
consumer use, to control and eradicate pests and plant and animal 
diseases, and to perform related inspection, quarantine and regulatory 
work, and meat inspection (30), compared with $114 million which the 
National Institute of Mental Health will spend for research against all 
mental illnesses. 




ONLY $109 MILLION TO PREVENT ARTHRITIS & METABOLIC DISEASES AS COMPARED 




WITH $216 MILLION TO SUPPORT USEFUL FOREST PROTECTION AND UTILIZATION 
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HOW MUCH DOES THE U.S. PUBLIC HEALTH SERVICE SPEND FOR 



RESEARCH TO DEFEND US AGAINST ARTHRITIS AND METABOLIC 
DISEASES? 

Only $109 million through the National Institute of Arthritis and Meta- 
bolic Diseases for research projects, research fellowships, intra-mural 
research, collaborative studies, review and approval and program di- 
rection costs, fiscal 1966. 

In addition, funds for training grants totaled $14 million. 

Arthritis and rheumatic diseases cripple (in varying degree) 13 million 
Americans (20); another 1. 5 million people are victims of diabetes. 
Arthritis and rheumatism alone caused the loss of 12. 1 million work- 
days in 1959-60. (19) 



HOW DOES THIS COMPARE WITH WHAT THE FEDERAL GOVERNMENT 
ROUTINELY SPENDS FOR ITS FOREST PROTECTION AND UTILIZATION 
PROGRAMS? 

$216 million was appropriated in fiscal 1966 for the Forest Service of 
the Department of Agriculture for forest protection and utilization 
programs (30), compared with $109 million which the National Institute 
of Arthritis and Metabolic Diseases will spend for research against 
such crippling and disabling diseases as arthritis, rheumatism, 
diabetes, and the digestive, nutritional and metabolic disorders. 



ONLY $83 MILLION TO PREVENT NEUROLOGICAL AND SENSORY DISEASES 




AS COMPARED WITH $98 MILLION TO SUPPORT NEEDED FISH AND WILDLIFE 



SERVICES. 



ERIC 
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HOW MUCH DOES THE U.S, PUBLIC HEALTH SERVICE SPEND FOR 
RESEARCH TO DEFEND US AGAINST NEUROLOGICAL DISEASES AND 
BLINDNESS? 

Only $83 million through the National Institute of Neurological Diseases 
and Blindness for research projects, research feUowships, intramural 
research, collaborative studies, review and approval and program 
direction costs, fiscal 1966. — In addition, funds for training grants 
totaled $18 million. - About $8, 788, 051 will be spent for research in 
disorders of vision during fiscal 1965 by the Institute. 

Over ten million A mericans are estimated to be disabled by such 
neurological disorders as epilepsy, cerebrovascular disease (’’stroke”), 
cerebral palsy, parkinsonism, multiple sclerosis and other demyelin- 
ating diseases and muscular dystrophy. 6,231,000 Americans report 
hearing impairments (21), 3.5 million report visual impairments (21), 
416,400 are legaUy blind (25), an est. 5,400,000 are mentally retarded. 



HOW DOES THIS COMPARE WITH WHAT THE FEDERAL GOVERNMENT 
— ^ CONSTRUCTIVELY SPENDS FOR ITS FISH AND WILDLIFE SERVICE? 

$98 million was appropriated in fiscal 1966 to the Fish & Wildlife Service 
of the Department of the Interior to conduct research and management 
programs to conserve fish and wildlife resources for recreational and 
commercial use (30), compared with $83 million to be spent by the 
National Institute of Neurological Diseases and Blindness for research 
against all neurological and sensory disorders. 
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Only $69 million for research 
against allergies and 
infectious diseases 




« 

Only $18. 5 million for research 
against dental disorders 



HOW MUCH DOES THE FEDERAL GOVERNMENT SPEND FOR RESEARCH 



TO DEFEND US AGAINST — 

_ ALLERGIES AND INFECTIOUS DISEASES? 

$69 miUion through the National Institute of AUergy and Infectious Di- 
seases for research projects, research feUowships, intramural re- 
search, collaborative studies, review and approval and program direc- 
tion costs, fiscal 1966. In addition, training grant funds total $9 million. 

CHILD HEALTH & HUMAN DEVELOPMENT? 

$48 miUion through the National Institute of Child Health and Human 
Development for research projects, research feUowships, intramural 
research, review and approval and program direction costs, fiscal 1966. 
In addition, training grant funds totaled $8 mUlion. 

DENTAL DISORDERS? 

$18.5 million through the National Dental Research Institute for re- 
search projects, research fellowships, intramural research, review 
and approval and program direction costs, fiscal 1966. In addition, 
training grant funds totaled $5 milUon. 

OTHER DISEASE AREAS? 

$146 miUion through the General Research & Services budget, including 
the newly estabUshed National Institute of General Medical Sciences, for 
research projects, research feUowships, international research grants, 
computer research and technology, collaborative studies, review and 
approval and program direction costs, fiscal 1966. 

In addition, training grant funds totaled $41 milUon. 
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$61.8 BILLION 

TO DEFEND 

OURSELVES 

AGAINST 

POSSIBLE 

ENEMY 

ATTACK 

FROM 

WITHOUT 

AS 

COMPARED 
TO 



ESTIMATED 
FISCAL 1966 
APPROPRIA- 
TIONS FOR 
MILITARY 
FUNCTIONS, 
DEPT. OF 
DEFENSE 
(30) 



$1.2 BILLION 
TO DEFEND 
OURSELVES 
AGAINST 
DISEASE 

I 

ENEMIES 
WITHIN 
OUR BODIES 



IN TOTAL, WHAT DOES THE FEDERAL GOVERNMENT SPEND THROUGH 



THE NAT IONAL INSTITUTES OF HEALTH TO DEFEND US AGAINST 
ALL THE DISEASES THAT KILL AND CRIPPLE US? 



Fiscal 1966 expropriations to the National Institutes of Health totaled 
$1.2 billion, as follows: 



Grants 



Research projects 

Research feUowships ($56, 330, 000) and 
training grants ($209, 699, 000) 

State control programs 
Regional medical programs 
Mental health staffing 


$ 602, 596, 000 

266, 029,000 
6, 750, 000 
24, 000, 000 
18, 899, 000 




918,274,000 


Direct Operations 




Intramural research 
Collaborative studies 
Professional and technical assistance 
Review and approval of grants 
Other 


82. 105. 000 

93. 508. 000 
5,954,000 

18. 224. 000 

20. 239. 000 




220, 030, 000 




1,138,304,000 


Community mental health construction 
grants 

Health research facilities construction 
grants 


50, 000, 000 
56, 293, 000 



RESEARCH AND DEVELOPMENT SPENDING BY THE DRUG INDUSTRY 1950-1966 




’50 ’51 ’52 ’53 ’54 ’55 ’56 ’57 ’58 ’59 ’60 ’61 ’62 ’63 ’64 ' 65 * ' 66 * 
‘Preliminary 



WHAT DOES THE PHARMACEUTICAL IND USTRY SPEND FOR RESEARCH 
AGAINST THE MAJOR KILLING AND CRIPPLING DISEASES? 



The Pharmaceutical Manufacturers Association estimates the pre- 
scription drug industry will spend $355 million in 1966 for research 



and development of drugs for human and animal use. Actual 1965 



expenditures for these purposes totaled $339 million. (28) 

Additionally, approximately one-sixth (or about $5.3 million) of the 
pharmaceutical industry annual public service contributions of $32 
million is devoted to medical research by recipients of such funds -- 
non-profit foundations, health agencies, medical schools, etc. 
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WHAT DO OTHER DEPARTMENTS OF THE FEDERAL GOVERNMENT 



SPEND ON MEDICAL AND "HEALTH RELATED" RESEARCH? 



Estimated Fiscal 1966 Obligations (30) 



Department of Defense 

Atomic Energy Commission 

NatT Aeronautics & Space Administration 

Veterans Administration 

Department of Agriculture 

National Science Foundation 



Other 



$ 108,400,000 

94. 600. 000 

79. 100. 000 

50.400. 000 

40. 000. 000 

35. 000. 000 
3, 600, 000 

$ 411,100,000 (30) 



PLUS 

Natl Institutes of Health 
Pharmaceutical Industry - 1966 
Major National Voluntary Health Agencies 



$1, 244, 597, 000 
355, 000, 000 
36, 634, 270 



$1,636,231,270 



GRAND TOTAL 



$2,047,331,270 



o 
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$12.6 BILLION 



WHAT AMERICANS SPENT 
IN 1964 ON 

ALCOHOLIC BEVERAGES 

$7.3 BILLION 

WHAT AMERICANS SPEN i 

IN 1964 ON 

TOBACCO PRODUCTS 

\ 



$1.2 BILLION 

WHAT AMERICANS ARE SPENDING 
IN 1966 (thru government - NIH 
allocation of our tax dollars) 



FOR MEDICAL RESEARCH & TRAINING 
TO SAVE THEIR LIVES 
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WHAT DO WE AMERICANS SPEND TO INCREASE OUR COMFORT AND 



ENJOYMENT WHEN WE ARE HEALTHY? (33) - YEAR 1964. 



$12, 630, 060, 000 


Alcoholic beverages 


$ 7,345,870,000 


Tobacco products & smokers’ accessories 


$ 


958,450,000 


Boxed candy 


$ 


553, 740, 000 


Greeting cards 


$ 


420, 690, 000 


Aspirin & aspirin compounds (internal analgesics) 


$ 


406, 320, 000 


Cough and cold items 


$ 


358, 800, 000 


Chewing gum 


$ 


212,260,000 


Hair spray fixatives 


$ 


202, 630, 000 


Shampoos 


$ 


199, 580, 000 


Ballpoint pens and refills 


$ 


174,190, 000 


Laxatives and cathartics 


$ 


174, 140, 000 


Pocket size books 


$ 


165, 060, 000 


Lipsticks 


$ 


145, 390, 000 


Face creams 


$ 


141,980,000 


Dieting aids 


$ 


134, 370, 000 


Toilet water and cologne 


$ 


114, 740, 000 


Mouth washes and gargles 


$ 


101,950, 000 


Hair coloring preparations 


$ 


83,480,000 


Men's hair tonics 


$ 


79, 090, 000 


Stomach sweeteners (antacids) 


$ 


75, 120, 000 


Foot products 


$ 


59, 270, 000 


Hand lotions and creams 


$ 


50, 150, 000 


Pressed cake face powder 


$ 


48, 760, 000 


Nail polish and enamel 


$ 


44, 550, 000 


Make-up bases 


$ 


33, 420, 000 


Suntan lotions and oils 


$ 


31, 050, 000 


Elastic stockings 


$ 


30, 020, 000 


Playing cards 


$ 


29,440, 000 


Bubble bath salts, tablets, oils, etc. 
Veterinary biologicals for pet use & other dog 
and pet medicar^-nts 


$ 


25,290, 000 


$ 


20, 930, 000 


Powder puffs 


$ 


8, 960, 000 


Eye lotions and washes 



WHAT ARE THE CHALLENGES THAT REMAIN? 



1945 1946 1947 194B 1949 1950 1 9 5 1 1 9 r >2 1953 1954 1 9 5 S 1956 1*57 1958 1959 I960 1 *61 19b^ 1963 1964 19b5 

INCREASE IN DEATHS FROM DISEASES OF HEART 
& CIRCULATION 

Source Nationa! Office of Vital Statistics Death 
rates per 1 00,00 estimated mid year paou 
lation 




•estimated 



1945 1946 1947 1948 1949 1950 1951 1952 1953 1954 19 55 1956 1957 195B 1959 1960 *961 1962 1963 1 9b4 1965 



CRUDE 

DEATH 

RATE5 



I” - 



INCREASE IN C\<fCER DEATHS 

Source National Office of ViK. 1 Statistics Deaths 
rates per 100,000 estimated mid-year population 




2. Cancer - The No. 2 cause of death. 
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3. Mental illnesses - schizophrenia, depressions, drug addiction, 
alcoholism, and others. 

4. Arthritis and rheumatic diseases, the metabolic diseases — 
Diabetes, cirrhosis and other liver diseases, obesity and nutritional 
diseases, diseases of the blood, aplastic anemia, disorders of bone 
metabolism, diseases of the endocrine glands, digestive diseases 
such as ulcers, colitis, ileitis, diverticulitis, kidney and gall 
stones and other diseases of the kidneys. 

5. Neurological and sensory diseases, including speech and hearing 
disorders, and epilepsy, parkinsonism, multiple sclerosis, 
muscular dystrophy, cerebral palsy; and major eye diseases, such 
as glaucoma, cataracts, uveitis, diabetic retinopathy, detached 
retina, etc. 

6. Mental Retardation — which affects 3 % of our entire population; an 
estimated 6 million Americans are mentally retarded. 

7. Deaths associated with childbirth — neonatal, fetal & maternal 
deaths. 

8. Virus di ases — hepatitis, new forms of influenza, the common 
cold and others. 

9. Allergic diseases — drug allergies, serum sickness, allergic skin 
disorders and others. 

10. Tropical Diseases — Infant diarrheal diseases, protein deficiency 




diseases, helminthic diseases (such as schistosomiasis, filariasis, 
onchocerciasis), cholera, leprosy, plague and trachoma. 
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The prime of life has been prolonged 20 years from 49 years in 1900 to 
70 in 1965. What can we do to prolong it further and make them happy 
and healthy years? 
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YOU CAN HELP TOWARD THE LONGER, HAPPIER, PRODUCTIVE LIVES 



WE HOPE FOR.. . FREE FROM THESE DREAD KI LLERS AND CRIPPLERS. . . 
THROUGH INCREASING OUR RESEARCH INVESTMENT TODAY! 



YOU CAN: 

4 

1. By urging and contributing toward increased research funds for 
national and local voluntary health agencies. 

2. By urging your Congressmen and Senators to appropriate increased 
research funds to the National Institutes of Health, U. S. Public 
Health Service, for cancer, heart diseases, mental illnesses, 
arthritis and metabolic diseases, neurological diseases and blind- 
ness, and to the Veterans Administration. 

3. By urging your Governor, State and local health officers, the 
mayors and city council members of your major cities to provide 
funds for research and to cooperate with the universities, medical 
schools, and other research institutions within your state to expand 



research activities. 




Excerpts from A SPECIAL HEALTH 
MESSAGE FROM THE PRESIDENT 
OF THE UNITED STATES TO THE 
CONGRESS, March 1st, 1966. 




"A Nation's greatness is measured by its concern for the health 
and welfare of its people. Throughout the history of our democracy, 
this commitment has grown and deepened. 

"With (present) programs and those I am recommending today, 
we can move closer to attainment of our goals: 

— to bring every child the care he needs to develop his capacity 
to the fullest. 

— to reduce infant mortality, concentrating particularly on Those 
minority groups whose death rate is highest. 

— to eradicate major communicable diseases as a threat to life 
and health in the United States. 

— to reduce the burden of mental illness, and mental retardation. 

— to cut the toll of three great killers — heart disease, cancer 
and stroke. 

"To insure continuing progress, we must: 

— improve the administration of federal health activities. 

— develop comprehensive health planning and services on the 
state and community level. 

— strengthen our system of health care. 

— train needed health workers. 

— increase our research efforts. 

— take additional steps to meet special health problems." 
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From the Report of the Committee on Appropria- 
tions, U. S. House of Representatives, on Fiscal 
1967 Appropriations to the Department of Health, 
Education, and Welfare; Representative John E. 
Fogarty (Rhode Island) as Chairman of the Sub- 
committee on Appropriations for the Department 
of health, Education, and Welfare submitted the 
Report: 



Excerpts from speech by SENATOR 
LISTER HILL (Alabama) before 
AMERICAN DENTAL ASSOCIATION, 

Chicago, Illinois, August 13, 1966: 

" . . . We stand on the threshold of a mo- 
mentous era — a Golden Age of Medicine. 

"Over the past two decades, we have made 
more progress against disease and achieved 
more knowledge of the intricate mechanisms 
of the human body than in all the previous 
centuries of recorded medical history. 

"If we accelerate our national investment in 
medical research and if we devote intensified 
efforts to the rapid application of clinical break- 
throughs, I am confident that within a few 
years all of us will witness the reaching of a 
new plateau that will enable us to overcome 
many of the dread diseases that have plagued 
and baffled man through the ages." 



"... The Committee feels, as it did last year, 
that the budget (for the National Institutes of 
Health) should make adequate provision for 
carrying forward the vitally important pro- 
grams for which the Congress and the Amer- 
ican people have repeatedly expressed their 
support, which have earned their confidence, 
and which are well on the way to fulfilling their 
hopes. 

"The Committee believes that the mainten- 
ance of a stable medical research effort is 
clearly in the national interest and that this can 
only be achieved by providing at least a mini- 
mum annual increase in the funds for research- 
support programs to allow for the widening 
capability, the growing complexity and the 
rising costs of research. The Committee feels 
strongly that this general principle must be ap- 
plied to the vitally important research programs 
of the National Institutes of Health." 
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• • • But what about someone who was born 
with a life expectancy of only 35 years and who 
can never forget that Death may visit him or his 
family at any time, and does, without even 
bothering to knock on the door? Most of mankind 
is surrounded by sickness and is helpless against 
disease. Whoever provides the tools to fight it 
will earn the gratitude and might win the alleg- 
iance of the multitude. 

". . . Taking stock of the human capital at his 
disposal, Lenin discovered that Russia's death rate 
was nearly twice that of the West and that the 
average citizen had a life expectancy of only 
40 years. Though there is no record that he was 
distressed from a humanitarian point of view, it 
is clear that the Soviet leader could translate these 
figures into national output. Financial capital for 
development of Russia, he knew, could come 
only from the production of workers and peasants. 
First, they had to be educated and trained. If, after 
that investment, they were weakened by disease 
and doomed to a short life, the rate of capital 
accumulation would fc<j so slow that the Commun- 
ists would never build a modern industrial state 
short of a hundred years. 



. . . (Now) the Soviet Union . . . had raised the 
heath of its people up to the level of the West. 
It had slashed the crude mortality rate about 75% 
since before the Revolution and by 1956, at 7.7 
per 1,000 population, it was comparable to ours. 
At the same time, it had lengthened average life 
expectancy from about 40 years at the begin- 
ning of World War I to a claimed 67 years in 
1956. This was within reaching distance of lon- 
gevity in the United States, which in the same 
year stood at 69.5. 

. Because of our concentration on physical 
and financial capital, we are inclined to forget 
the importance of human capital, which is both 
the means and the end of industrialization. This 
concept of the relation between human capital 
and economic growth could turn out to be decisive 
as the Soviet sets forth to meet the rising expecta- 
tions of Asia, Africa, the Middle East and even 
Latin America with a program of health, develop- 
ment and Communism." 

Excerpts from an Address by JOHN T. CONNOR, 
President, Merck & Co., Inc., November 6, 1958, 
at the AMERICAN MANAGEMENT ASSOCIATION 
CONFERENCE ON THE SOVIET ECONOMIC 
OFFENSIVE, New York City. Mr. Connor is now 
Secretary of Commerce. 
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WHAT IS ARTERIOSCLEROSIS? 



1. Arteriosclerosis is "hardening of the arteries". This is a condition 
which impairs the functional elasticity of the blood vesse l walls. It 
also reduces the volume of blood that may pass through the afflicted 
arteries. There are several types of arteriosclerosis. (1) 

2. In one of the commonest forms (atherosclerosis), fatty substances, 
largely cholesterol, accumulate beneath the inner surfaces of arteries 
and tend to push the inner surfaces together. The cal iber of the vessel 
is thereby reduced, a process that is further accentuated by subse- 
quent thickening and hardening of the artery wall, with consequent 
loss of elasticity. (1) 

3. Arteriosclerosis most commonly involves the blood vessels of the 
heart, brain, kidneys, aorta and legs. (1) 

4. Since arteriosclerosis is seen more frequently in patients with a dis- 
ordered metabolism of sugar (diabetes) and in disorders of fat metab- 
olism than in those without, it is generally considered to be a metab- 
oiic disease, although actual injury to the blood vessel wall and other 





considerations probably also play a role in its causation. (1) 



I. HOW DOES ARTERIOSCLEROSIS AFFECT THE HEART? 

1. Uncomplicated arteriosclerosis produces a gradual reduction in effec- 
tive blood flow which, in the arteries supplying the heart, may mani- 
fest itself as ’’angina pectoris. ” This condition is characterized by 
pain in the chest which is often brought on by exertion. (1) 

2. If the restriction in blood flow by arteriosclerosis is rapid or drastic 
enough, extensive damage of heart muscle may occur (myocardial 
infarction). This more dramatic event usuaUy called a ’’heart attack” 
is caused by complications of the disease process; i.e. , hemorrhage 
arising within the artery wall, or the formation of a blood clot (coronary 
thrombosis) upon the lining surface. Either complication may further 
restrict the caliber of the vessel or completely block it. (1) 



H. HOW DOES ARTERIOSCLEROSIS AFFECT THE BRAIN? 

1. Impairment of blood supply to the brain caused by arteriosclerosis may 
similarly cause gradual or sudden and dramatic damage, in the latter 
instance the familiar ’’stroke”. (1) 

HI. HOW DOES ARTERIOSCLEROSIS AFFE CT THE KIDNEYS? 

1. Arteriosclerosis by affecting the kidneys may cause one type of hyper- 



tensio n. Hypertension in turn may accelerate the development of all 
types of arteriosclerosis located in any part of the body. (1) 

2. Although hypertension and arteriosclerosis fr equently occur together 
they are separate entities, but either usually intensifies the other. (1) 




TOTAL 917,060 





V. HOW MANY PEOPLE DIE FROM ARTER IOSCLEROSIS? 

1. 850, 250 Americans died from arteriosclerosis alone in 1965 85% 

of all cardiov ascular-renal disease deaths and over 4 7% of all deaths 
from all causes in the United States that year. (2) 
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a. Arteriosclerosis deaths 



Arteriosclerotic heart disease 556, 500 

’’Strokes” - vascular lesions affect- 
ing the central nervous system 
(cerebral thrombosis, embolism, 
hemorrhage) 203, 330 

Nonrheumatic chronic endocarditis & 

other myocardial degeneration 52, 770 

General arteriosclerosis 37, 650 

850, 250 

b. Hypertension deaths 



Hypertensive heart disease 54, 790 

Other hypertensive disease 12, 020 66, 810 

Total Arteriosclerosis & Hypertension deaths 917, 060 

c. Deaths from other cardiovascular-renal diseases 

Rheumatic fever and chronic rheumatic 
heart disease 16, 140 

Other diseases of the heart 28, 810 

Other diseases of circulatory system 27, 120 

Chronic & unspecified nephritis & 
other renal sclerosis 10, 720 

82,790 

Total estimated deaths from cardiovascular - 
renal diseases, 1965 999,850 

Total estimated deaths from aU causes, 1965 1, 825, 000 



2. 50% OF ALL DEATHS IN 1965 were CAUSED BY ARTERIOSCLEROSIS 



& HYPERTENSION . (2) 

1965 ESTIMATED DEATHS 



1,825, 






, 917 060 


907,940 


50 % 


50 % 


DEATHS. FROM CARDIO 


ALL OTHER CAUSES 


, VASCULAR- RENAL DISEASE 

• 
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3. The following chart illustrates the steady toll of deaths taken by 
diseases of the heart and circulation, of which arteriosclerosis is 
the main cause, during the past 11 years: (2) 



CRUDE DEATH RATES* FROM DISEASES OF THE HEART AND CIRCULATION 

1954 - 1964 

1954 1955 1956 1957 1958 1959 1960 1961 1962 1963 1964 




*Per 100, 000 population residing in U. S. 

4. Figures of the Heart Disease Epidemiology Study in Framingham, 
Massachusetts, indicate that about 50% of persons who died of initial 
heart attacks did so within minutes of onset. Nearly 20% of initial 
heart attacks in men resulted in death within one hour of the attack; 
80% had no hint of the impending disaster. 
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Unrecognized ’’silent” heart attacks were neither rare nor inocuous. 
One in 3 women and one in 4 men had heart attacks which were un- 
recognized. Within 5 years one in 3 recurred and half of these were 
fatal. (27) 







VI. IN WHAT AGE GROUPS DO ARTERIOSCLEROSIS & HYPERTENSION 
TAKE THE GREATEST TOLL? 

1. 24.2% — 221, 139 of the 915, 177 deaths in 1963 from these causes — 
were in the ’’working age” groups from 25 to 64 years of age. (2) 

2. 75. 6% of these deaths (692,298) were over 65 years of age; only 
1, 789, less than 1% occurred in the age groups under 25. (2) 

3. 198, 275 of these deaths were in the age groups 45 to 64 years of age. (2) 
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VII. WHAT DOES THIS LOSS IN THE WORKING AGE GROUP MEAN TO OUR 



NATIONAL ECONOMY? 

1. If these 221, 139 people who died between 25 and 64 years of age had 
been able to live an extra, healthy year, they could have earned in 
that one year alone #1. 5 billion dollars ($1, 459, 517, 400. ) 

2. The Federal Government could have gained in one year approximately 
$202, 121, 046 in income tax revenue on these earnings. (3) 




Vni. DO MORE MEN DIE FROM CARDIOVASCULAR-RENAL DISEASES THAN 
WOMEi>i? YES! 

1. In 1963, the crude male death rate from cardiovascular-renal dis- 
eases was 28.4% higher than the crude female death rate from these 



diseases. ^2) 



a. In 1963, 123, 135 more men died from arteriosclerotic heart dis- 



ease than women. (334,974 male deaths from arteriosclerotic 
heart disease, 211, 839 female deaths from the same cause). (2) 
2. The male death rate from arteriosclerotic heart disease shows its 
greatest increase over the female death rate between the ages of 
30 and 60 years. (2) 



ARTERIOSCLEROTIC HEAP T DISEASE (including coronary disease) 
AGE-SPECIFIC DEATH RATES BY SEX, 1963 (2) 

Death Rate per 100, 000 population 



% Male Death Rate 
Higher than Female 



Age Group 


Male 


Female 


Death Rate 


All ages 


361.6 


220.9 


64% 


Under 1 year 


0.3 


0.2 


50% 


1-4 years 


0.1 


0.0* 


_ 


5-9 years 


0.1 






10-14 years 


0.1 


0.1 


... 


15-19 years 


0.4 


0.2 


100% 


20-24 years 


1.4 


0. ti 


133% 


25-29 years 


4.7 


2.0 


135% 


30-34 years 


17.3 


4.8 


260% 


35-39 years 


53.6 


11.1 


383% 


40-44 years 


126.0 


25.8 


388% 


45-49 years 


257.1 


50.8 


406% 


50-54 years 


449.4 


104.4 


330% 


55-59 years 


725.5 


202.3 


259% 


60-64 years 


1, 099 . P 


399.8 


175% 


65-69 years 


1, 702.8 


714.5 


138% 


70-74 years 


2, 322.2 


1,218.5 


91% 


75-79 years 


3,237.1 


2,018.7 


60% 


80-84 years 


4, 729.1 


3,458.1 


37% 


85 years & over 


7,754.0 


6, 736. 1 


15% 


*0. 0 means 


’less than 0.05 per 100, 000” 




**- means a zero rate, i. e. 


, no deaths 
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3. Among "stroke" deaths in 1963, 12,688 more women died than men. 
(106,927 females died from vascular lesions affecting the central 
nervous system in 1963 and 94, 239 men from the same cause). (2) 



VASCULAR LESIONS AFFECTING CENTRAL NERVOUS SYSTEM 
AGE-SPECIFIC DEATH RATES BY SEX, 1963 



Death Rate per 100, 000 population 



Age Group 


Male 


All ages 


101.7 


Under 1 year 


3.8 


1-4 years 


0.8 


5-9 years 


0.6 


10-14 years 


0.9 


15-19 years 


1.4 


20-24 years 


2.0 


25-29 years 


3.5 


30-34 years 


6.1 


35-39 years 


10.1 


40-44 years 


19.6 


45-49 years 


33.8 


50-54 years 


66.1 


55-59 years 


119.3 


60-64 years 


207.6 


65-69 years 


387.0 


70-74 years 


668.4 


75-79 years 


1,180.1 


80-84 years 


2,038.9 


85 years & over 


3, 724.2 



Female 


% Male Or 
Female Death 
Rate Higher 


111.5 


9. 6% F 


3.1 


22. 5% M 


0.7 


14% M 


0.4 


50% M 


0.6 


50% M 


1.1 


27% M 


2.0 


- 


3.4 


3% M 


6.2 


1 . 6 % r 


11.0 


9% F 


19.9 


1.5% F 


33.5 


less than 1% M 


54.4 


21.5% M 


87.1 


37% M 


155.2 


34% M 


288.4 


34% M 


532.4 


26% M 


1,021.1 


15. 5% M 


1,948.8 


46% M 


3,886.4 


1% F 






IX. HOW MANY PEOPLE ARE DISABLED BY ARTERIOSCLEROSIS? 

1. No estimates are available at this time on the number of people who 
have arteriosclerosis, the main cause of heart attacks and strokes, 
although a recent report of the National Center for Health Statistics 
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estimates that of the 111. 1 million adults in the U. S., an estimated 



27.6 million had either definite or suspected heart disease: (4) 



PREVALENCE OF DEFINITE & SUSPECT HEART DISEASE IN ADULTS, 



BY HEART DISEASE DIAGNOSIS: UNITED STATES, 1960-1962 (4) 



Heart disease diagnosis 


Definite 
heart disease 


Suspect 
heart disease 


Definite 
heart disease 


Suspect 
heart disease 




No. of adults 


in thousands 


Per cent oj 


adults 


Total 


14, 621 


12,979 


13.2 


11.7 


Hypertensive 


10, 499 


4,759 


9.5 


4.3 


Coronary 


3,125 


2,410 


2.8 


2.2 


Rheumatic 


1,270 


• • • 


1.1 


• • • 


Congenital 


244 


• • • 


0.2 


• • • 


Syphilitic 


147 


• • • 


0.1 


• • o 


Other 


292 


7, 330 


0.3 


6.6 



NOTE: Counts for ’’Other” exclude persons with any of the specified heart 
diseases. Counts for the specified heart diseases, on the other hand, are 
not exclusive. The criteria do not provide for ’’possible” categories of 
rheumatic, congenital, or syphilitic heart disease. 



X. WHAT IS THE COST OF HEART DISEASE & STROKES TO THE 
NATIONAL ECONOMY? 

The economic costs of heart disease and strokes to the Nation in 1962 
totaled at least $6.1 biUion, according to the 1964 Report of the Presi- 
dent’s Commission on Heart Disease, Cancer and Stroke. 

1. Direct expenditures for hospital and nursing home care, physicians’ 
services, drugs and other medical services for persons with heart 
disease amounted to $2.6 billion in 1962. 

2. Direct expenditures for services and supplies for diagnosis, treat- 
ment, and rehabilitation of stroke victims total $440 million per year 
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according to conservative estimates. 

3 

3. An estimated 132 million work-days are lost each year by members 
of the labor force, housewives, and others who are unable to 
attend to their usual activities because of heart disease. This is 

equivalent to a loss of 540,000 man-years, which amounts to $2.5 
billion in terms of 1962 dollars. 

4. The losses in output resulting from disability and premature deaths 
from strokes are equivalent to 179 million man-hours, or approxi- 
mately $700 million in 1962 dollars. 



XI. HOW MANY PEOPLE ARE VICTIMS OF STROKES DUE TO ARTERIO- 
SCLEROSIS? 

1. At least 2 million people are victims of cerebrovascular diseases 
("strokes") — the result of arteriosclerosis and hypertension, or 
both. (7) 

2. 62, 301 patients were in public state and county mental hospitals in 
1963 (latest year for which such information is available) with mental 
diseases due to cerebral arteriosclerosis, other circulatory dis- 
turbances, and senile brain disease. (8) 

(a) While these patients make up about 20% of first admissions to 
public mental hospitals, because of their high death rate, they 
constitute only about 13% of the resident population. (8) 
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XII. WHAT IS THE ESTIMATED COST OF CARE FOR CEREBRAL 

ARTERIOSCLEROSIS PATIENTS IN MENTAL HOSPITALS? 

1. The estimated cost per year per patient under treatment in 1963 in 
public mental hospitals was $1, 353. (9) 

2. Thus, the total cost for caring for and maintaining the 62, 301 
patients in public mental hospitals with cerebral arteriosclerosis, 
other circulatory disturbances and senile brain disease in 1963 
would total an estimated $84,293,253. 



62,301 x $1 ,353 = $84,293,253 



XHI. HOW MUCH IS BEING SPENT FOR RESEARCH IN ARTERIOSCLEROSIS? 
1. An estimated $22, 108,449 is currently being spent by the National 
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Heart Institute of the U.S. Public Health Service in fiscal 1965 
specifically for research in arteriosclerosis. (10) 

2. Other agencies, both public and private, are supporting cardiovascular 
research; however, it is impossible for them to determine how much 
is specifically being spent in the area of arteriosclerosis. (See chart 
following, page 15.) 



XIV. HOW MUCH IS BEING SPENT FOR RESEARCH IN HYPERTE NSION? 

1. An estimated $6, 140,253 is currently being spent by the National 
Heart Institute of the U.S. Public Health Service in fiscal 1965 
specifically for research in hypertension. (10) 

2. Other agencies, both public and private, are supporting cardiovas- 
cular research; however, it is impossible for them to determine 
how much is specifically being spent in the area of hypertension. 
(See chart following, page 15.) 



XV. HOW MUCH IS BEING SPENT FOR RESEARCH IN CEREBROVASCULAR 



DISEASE ("STROKES")? 



1. An estimated $4,597,577 is currently (fiscal 1965) being spent for 



research in cerebrovascular disease, as follows: 



$1,790,577. 



2,807,000. 




National Heart Institute, fiscal 1965 (10) 
Nat*l Institute of Neurological Diseases 
and Blindness, fiscal 1965 (7) 



$4,597, 577. 



2. Other agencies, both public and private, are supporting cardiovas- 
cular research; however > .t Is impossible for them to determine 
how much is specifically being spent in the area of cerebrovascular 
disease (’’strokes”). (See chart following, page 15.) 
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XVI. HOW MUCH IS BEING SPENT FOR CARDIOVASCULAR DISEASE 
RESEARCH AS A WHOLE? 

1. In total, $124,403, 378 is currently being spent for research in all 
cardiovascular diseases. Of this total, it can be determined: 

(See chart following) 

$22, 108,449 is being spent for research in arteriosclerosis 

$ 6, 140, 253 is being spent for research in hypertension 

$ 4, 597, 577 is being spent for research in cerebrovascular 

disorders (’’strokes”) 

$32, 846, 279 - estimated amount currently being spent for research 
in arteriosclerosis, hypertension, and cerebrovascular disorders 
(’’strokes”) which cause over C Q% of all deaths in the U.S. today. 



2. In contrast to the total of $32, 846, 279 currently being spent from 

» 

the major federal sources listed for research in arteriosclerosis, 
r * 

hypertension and cerebrovascular diseases, an estimated $219 mil- 



lion will be spent by the Agricultural Research Service of the U. S. 



Department of Agriculture in fiscal 1965. (13) 
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ESTIMATED RESEARCH EXPENDITURES BY VARIOUS AGENCIES LISTED BY TYPE OF 



CARDIOVASCULAR DISEASE: 



Research in Research in Research in 
Research in Cerebrovascular Other All Cardio- 

Arterio- Research in Disorders Cardio- vascul ar 
Agency sclerosis Hypertension (’’Strokes”) vascular Total 



Major Public Funds 










National Heart Institute 

U. S. Public Health Service 

Fiscal 1965 (10) $22, 108, 449 


$6, 140, 253 


$1,790, 577 


$76,900,721 


$106,940,000 


Nat'l Institute of Neuro- 
logical Diseases & Blind- 
ness, U.S. Public Health 
Service, fiscal 1965 (7) 




$2,807, 000 




2, 807,000 


$22,108,449 


$6, 140, 253 


$4, 597, 577 


$76, 900, 721 


$109, 747,000 


Veterans Administra- 
tion, fiscal 1965 (11) 








$ 2,000,000 



TOTAL FEDERAL FUNDS LISTED $111,747,000 



Major Private Funds 



American Heart Associa- 
tion & its affiliates 
1963-64 (12) 

Life Insurance Medical 
Research Fund, 

1963-64 grants & 
fellowships (17) 

Helen Hay Whitney Founda- 
tion, grants & fellowships 
for year ended June 30, 
1964 (18) 



TOTAL PRIVATE FUNDS LISTED 



10, 580, 280 

1,399,364 

676,734 
$ 12,656,378 
TOTAL $124,403,378 
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HOW MUCH FOR THEM? 



$219,000,000 

AGRICULTURAL RESEARCH 
SERVICE 

(U.S. Dept, of Agriculture) 



HOW MUCH FOR US? 




$32,846,279 

arteriosclerosis, hypertension 

& CEREBROVASCULAR DISEASE 
RESEARCH 

(major federal sources) 

(see chart) 
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3. While it is costing over $84 million per /ear to care for the 62, 301 



patients in public mental hospitals alone with cerebral arterio- 
sclerosis and mental diseases of old age, we are spending only 
$32. 8 million from major government sources for research in 
arteriosclerosis, hypertension and cerebrovascular diseases. 

The problem of cerebrovascular disease is closely related to the 
problems of high blood pressure (hypertension) and of hardening of 
the arteries (arteriosclerosis). Any advance toward solving one of 
these problems is an advance toward solving the others. 

4. Though the new drugs for hypertension have contributed to the 
declines in the death rates from hypertension, a basic solution to 
the problem of arteriosclerosis and its prevention must be found, 
as well as even better drugs for hypertension, and many leads are 
at hand. 



XVH. WHAT ARE THE MAJOR RESEARCH PAY OFFS AND DEVELOP- 
MENTS IN THE TREATMENT OF ARTERIOSCLEROSIS OF THE 
HEART (HEART ATTACK)? 

1. The value of treating with anticoagulants the first four weeks after 
acute myocardial infarction (heart attack) is now established. Such 
therapy reduces the mortality rate approximately in half. (19) 

Recent large-scale, well-controlled studies have confirmed the 
finding that there is marked reduction in the recurrence rate , 
hospitalization and death rate of patients who have suffered from 
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RESULTS OF LONG-TERM* ANTI-COAGULANT TREATMENT 

This tabulation shows the decrease in deaths among patients receiving anti-coagulant 
therapy as contrasted with patients not receiving anti-coagulants, 

♦-Long-term: One month to 3 years or longer. Source: Reference (19). 

Controls 







Treated 


(not receiving 


% Deaths Among 










anti-coagulants) 


Controls Higher 






Total 




Total 




than Deaths Among 


Investigator 


Series 


Patients 


% Deaths 


Patients 


% Deaths 


Treated 


Suzman 


1955 


82 


7.3 


89 


33.0 


352% 


Keyes 


1956 


121 


9.9 


234 


48.0 


385% 


Bjerklund 


1957 


119 


20.1 


118 


35.6 


77% 


Manchester 


1957 


204 


7.8 


200 


42.5 


445% 


Nichol et al 


1958 


995 


12.5 


407 


37.3 


198% 


Toohey 


1958 


117 


1.7 


327 


11.3 


565% 


Brit. Med. Research 


1959 


195 


11.0 


188 


17.0 


55% 


Council 














Ensor & Peters 


1959 


268 


25.0 


140 


36.0 


44% 


De Smet et al 


1960 I 


99 


31.0 


98 


52.0 


68% 




1960 II 


92 


31.4 


108 


70.0 


123% 


Suzman 


1961 


779 


22.0 


1111 


54.0 


145% 


Kuhn et al 


1961 


166 


13.0 


270 


26.0 


100% 


Cloetens 


1963 


175 


30.0 


89 


50.0 


67% 



(total: 6 yrs.) 



myocardial infarction if they are controlled on long-term anticoagu- 
lant therapy for at least two years . The findings suggest that this 
improvement may be maintained for as long as 4 years. (19) (20) 

( 21 ) ( 22 ) 

The weight of total evidence favors this decision. A recent study 
using a somewhat lower anticoagulant dosage concluded that if 
anticoagulants are administered for the first and subsequent attacks 
of myocardia! infarction and for all thrombo-embolic complications 
which arise there may be no gain in keeping the patient on anti- 
coagulants for life. There is fairly general agreement, however, 
that if the patient exhibits recurrent thrombo-embolic complications, 
anticoagulant therapy should probably be continued indefinitely 
unless contra-indications develop. 



2. A female hormone preparation, Premarin, has been reported by two 



groups to reduce the death rate more than 50% and increase 
survival time following a heart attack in males. (23) (24) (26) 

3. Another estrogen preparation has been reported to reduce the death 
rate in females following a heart attack. (25) 

4. ATROMID-S is reported as a drug which reduces cholesterol without 
serious side effects and is easily tolerated. The question to be 
solved is: does it increase survival? 



XVm. WHAT HAS BEEN THE MEDICAL RESEARCH PAY-OFF IN HYPER- 
TENSION? 

As a result of the medical research breakthrough in the development 
of effective anti-hypertension drugs, the death rate from hypertensive 
heart disease has declined 49 % between 1951 and 1965. (2) 

XIX. WHAT HAS BEEN THE RESEARCH PAY-OFF IN RHEUMATIC 
HEART DISEASE? 

About 1/3 of the patients with rheumatic fever develop rheumatic 
heart disease. The medical research discovery of peniciUin therapy 
as a cure for rheumatic fever has brought about a 90% decline in the 
death rate from acute rheumatic fever between 1944 and 1963 (2) and 
has reduced the incidence of rheumatic fever following hemolytic 
streptococcal infection almost to extinction. Recurrence of rheumatic 



fever among known rheumatic subjects, who are unusually susceptible, 



can be reduced to 2%. Without penicillin and such anti- microbial 
agenU, the recurrence rate among rheumatic fever subjects follow- 
ing a hemolytic streptococcal infection has been as high as 50%. (16) 
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XX. HOW MUCH DO THE PEOPLE OF THE UNITED STATES SPEND ON 



COMMERCIAL PRODUCTS FOR SELF-IMPROVEMENT IN CONTRAST 
TO WHAT IS CURRENTLY BEING SPENT FOR RESEARCH IN HEART 
ATTACKS AND STROKES DUE TO ARTERIOSCLEROSIS & HYPER- 
TENSION IN ORDER TO PREVENT DISABILITY AND STAY ALIVE? 

1. The people of the United States spent in 1964 approximately: (14) 

(a) $145, 390, 000 for face creams; 

(b) $134,370,000 for toilet water & cologne; 

(c) $ 48,760,000 for nail polish & enamel. 

32 , 846,279 




FOR RESEARCH IN 
ARTERIOSCLEROSIS, 
HYPERTENSION & 
CEREBROVASCULAR 
DISEASE* 





(from major government sources) 





XXI. WHAT ARE THE NEEDS IN THE FIGHT AGAINST ARTERIO- 



SCLEROSIS OF THE HEART, BRAIN AND VASCULAR SYSTEM? 

1. More funds for research, training, community health services 
and education in the field of arteriosclerosis are urgently needed 
both in the United States and worldwide. 

2. A simple method for the early detection and diagnosis of arterio- 
sclerosis must be found, as well as better methods of treatment, 
cures and methods of prevention. 

3. It is essential that the technical language presently in use in the 
field of arteriosclerosis and heart disease be simplified and the 
terminology made uniform and understandable to the lay public. 

4. Large clinical trials of drugs which reduce cholesterol levels. 

5. Fast methods of hormonal assays of normal males and females 
are needed to contrast with patients who have heart attacks, 
strokes or other arteriosclerotic episodes to determine deficiencies. 

a. The majority of deaths occur after the hormonal protection of 
both males and females starts to diminish. Females seem to 
have greater protection until the menopause after which their 
death rates approach those of males in the same age groups. 

(See chart page 8) 

It is assumed that this means that their greater output of 



estrogen is protecting them. However, precise methods of 
hormonal assay are needed for widespread use. 



XXH. WHAT FACTORS PREDISPOSE ONE TO ARTERIOSCLEROSIS, 

HEART ATTACK AND/OR STROKE? 

1. Eight leading U.S. physicians and 106 members of the American 
Society for the Study of Arteriosclerosis concurred on a statement 
designed to help people avoid heart attacks and strokes due to 
arteriosclerosis. (15) 

2. The statement says, "Factors which predispose YOU to arterio- 
sclerosis, heart attack, and stroke are: 

(a) Overweight 

(b) Elevated blood cholesterol level 

(c) Elevated blood pressure 

(d) Excessive cigarette smoking 

(e) Heredity 

"You can't change your heredity but you can influence the other 
factors and hence lessen your chances of being a victim of cardio- 
vascular disease. If there is a history of cardiovascular trouble in 
your family, it just means you should be especially careful about 
factors you can control. On the key factors of overweight, choles- 
terol count, blood pressure and cigarette smoking, you should 
without fail consult your physician. 

"Any definitive statement about arteriosclerosis and its principal 
manifestations — coronary thrombosis (heart attack) and cerebral 
thrombosis (stroke) — will be modified as future research indicates. 



Disease ratio 



Combinations of high risk 
Factors Increase the risk 



600 -t 



Abnormalities: 

Cholesterol > Over 250 
Systolic Blood Pressure > 160 
Smoking > 1 Pkg. Cigarettes Per Day 



400 - 




None One Two 

Abnormal Abnormal 



634 




Three 

Abnormal 



Based on present knowledge, your careful attention to the points 
mentioned above is a sensible way to lessen your chances of be- 
coming a victim of these killers. " (15) See Appendix I for supporting 



data. 
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Disease Epidemiology Study, Framingham, Massachusetts, March 14, 1966. 
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APPENDIX I 
SUPPORTING DATA 



In support of the first contributing factor, overweight, the following 
documentation is offered: 

(a) Overweight and susceptibility to arteriosclerosis 



’’Pathological as well as actuarial studies have shown significant differ- 
ences in coronary disease in overweights as compared to underweights 
. . A succession of medico-actuarial studies representing experiences 
of individual insurance organizations and poQled intercompany data has 
uniformly shown that overweight is associated with a shortened life 
expectancy and increased mortality from several diseases, notably 
cardiovascular disorders and particularly in men.” 

R. S. Gubner, Fatness, Fat and Coronary Heart Disease, Nutrition 
Reviews 15:353 (December) 1957. 

’’The correlation between obesity and st~um lipoprotein levels coupled 
with this demonstration that weight reduction will often lower these 
serum lipoproteins suggests that in our present state of knowledge the 
prevention and correction of obesity is the most plausible treatment of 
atherosclerosis.” 

W. J. Walker, E. Y. Lawry, D. E. Love, G. V. Mann, S. A. Levine, and 
F. J. Stare, Effect of Weight Reduction and Caloric Balance on Serum 
Lipoprotein and Cholesterol Levels. Am. J. Med. 14:654-664 (June) 1953. 

’’The harmful influence of obesity on the normal and on the diseased 
heart is well established. Persons with heart disease or hypertension 
who are obese have a much higher mortality rate than those who are of 
average weight or below . . . The reports in the literature and our own 
observations, however, clearly indicate the importance of avoiding 
obesity in cardiovascular disease.” 

A. M. Master, H. L. Jaffee and K. Chesky, Relationship of Obesity to 
Coronary Disease and Hypertension. J. Am. Med. Assn. 153:1499-1501, 
1953. 

’’All of them (life insurance studies) have shown consistently that over- 
weights have a mortality significantly higher than persons of lesser 
weight, and that this excess mortality is primarily due to cardiovascular 
diseases . . . Even more significant are the findings in a supplementary 
study of this experience. We were able to identify those persons who 
because of reduction in weight were subsequently granted insurance at 
standard rates . . . The mortality among such persons was appreciably 
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lowered - about one fifth among the males and one third among the 
females . A prime contributing factor was the reduction in the relative 
mortality from heart disease.” 

W. P. Shepard and H. H. Marks, Life Insurance Looks at the Arterio- 
sclerosis Problem, Minnesota Med., 38:736-742, 1955. 

”. . . it was estimated that the risk of myocardial infarction is increased 
by about 50% by overweight and about 70% by hypertension. The relative 
risk of myocardial infarction among persons both overweight and hyper- 
tensive was estimated to be three and one-half times that among persons 
with neither of these conditions.” (90,000 subjects of whom 207 developed 
myocardial infarction during the year of the study.) 

S. Pell and C. A. D’ Alonzo, Myocardial Infarction in a One- Year 
Industrial Study, J.A.M.A. 166:332-337 (1958). 



In support of the second contributing factor, elevated blood cholesterol, 
the following documentation is offered: 

(b) Elevated blood cholesterol level and susceptibility to arteriosclerosis 

’’The 273 men with established myocardial infarction were found to have 
both serum cholesterol and lipoprotein levels which were higher, on the 
average, than those in age-matched men without obvious disease (ap- 
proximately 2,000 men). This finding supports the belief that clinical 
manifestations of atherosclerosis are associated with a disorder of lipid 
metabolism.” 

E. Y. Lawry, G. V. Mann, A. Peterson, A. P. Wysocki, R. O'Connell and 

F. J. Stare, Cholesterol and Beta Lipoproteins in the Serums of Ameri- 
cans. Well Persons and Those with Coronary Heart Disease. Am. J. 

Med. 22:605-623 (April) 1957. 

’’These molecules (cholesterol-bearing lipid and lipoprotein) are present 
with much higher frequency and at higher concentrations in patients who 
have survived a myocardial infarction than in corresponding individuals 
without known vascular disease.” 

J. A. Gofman. H. B. Jones, B. S. Lindgren, T. P. Lyon, H. A. Elliott, and 
B. Strisower, Blood Lipids and Human Atherosclerosis. Circulation 
2:161-178, 1950. 
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"These results show that the concentration of cholesterol ... is increased 
in a group of men with coronary sclerosis when contrasted with a group 
of normal men of comparable age." 



M. F. Oliver and G. S. Boyd, Serum Lipoprotein Patterns in Coronary 
Sclerosis and Associated Conditions. Brit. Heart J. 17:299-302, 1955. 

"Hypercholesterolemia was strongly associated with the development 
of new arteriosclerotic heart disease in men 45-62." 



T. R. Dawber, F. E. Moore, and G. V. Mann, Coronary Heart Disease 
in the Framingham Study, Am. J. Public Health 47, No. 4 (Part 2): 4-24 
(April) 1957. 

"The incidence and severity of aortic atherosclerosis was studied in 
941 aortas obtained from autopsies performed on low- income Costa 
Ricans, Guatemalans, and New Orleans whites . . . There is an apparent 
correlation between the dietary fat intake, the serum cholesterol levels, 
Sf 0-12 lipoprotein patterns, and the degree of aortic atherosclerotic 
lesions as measured by these methods." 

C. Tejada, I. Gore, J. P. Strong and H. C. McGill, Jr., Comparative 
Severity of Atherosclerosis in Costa Rica, Guatemala, and New Orleans, 
Circulation 18:92-97 (July 1958). 



In support of the third contributing factor, elevated blood pressure, the 
following documentation is offered: 

(c) Elevated blood pressure and susceptibility to arteriosclerosis 

"These complications (atherosclerosis) are two to three times more 
common in patients whose resting diastolic pressures average 110 mm. 
Hg or more than in patients with good responses (diastolic average less 
than 110 mm. Hg) . . . and the prevention of atherosclerotic complica- 
tions is best accomplished by prompt, effective, and persistent control 
of hypertensive disease." 

A. C. Corcoran, I. H. Page, H. P. Dustan, and L. A. Lewis, Atheroscle- 
rotic Complications of Hypertensive Disease: Relation to Therapeutic 
Response and to Serum Protein and to Lipoprotein Concentration. Pre- 
liminary Report. Cleveland Clinic Quart. 23:115-123, 1956. 

"In the Framingham Study ... it was found that among men age 45-62 
elevation of blood pressure was associated with the development of 
coronary heart disease. Similarly fatness was associated, although 



much of this association could be explained by a high correlation between 
fatness and hypertension. Hypercholesterolemia was also associated with 
the development of new coronary heart disease in men of this age. Com- 
binations of these three factors produced groups of men with still higher 
risks of development of coronary heart disease.” 

T. R. Dawber and W. B. Kannel, An Epidemiologic Study of Heart Disease. 
Nutrition Reviews, 16:1 (January) 1958. 

"There are data from studies in both man and experimental animals 
which indicate that increased intravascular pressure tends to promote 
the development of atheromata.” 

World Health Organization Technical Report Series No. 117. Study Group 
on Atherosclerosis and Ischaemic Heart Disease Report. World Health 
Organization. Palais des Nations. Geneva, 1957. 

See last quote under overweight. 

Pell, S. and C. A. D’ Alonzo, Myocardial Infarction in a One-Year In- 
dustrial Study, J.A.M.A. 166:332-337, 1958. 



In support of the fourth contributing factor, excessive cigarette smoking, 
the following documentation is offered: 

M) Excessive cigarette smoking and susceptibility to arteriosclerosis 

"On the basis of scientific and experimental investigations, it is apparent 
that the smoking of tobacco is most likely a contributory factor ... in 
the production of cardiovascular disease." 

G. M. Roth, Tobacco and the Cardiovascular System: the Effects of 
Smoking and of Nicotine on Normal Persons. Springfield: Charles C. 
Thomas, 1951. 

"It was found that men with a history of regular cigarette smoking have 
a considerably higher death rate than men who have never smoked or 
men who have smoked only cigars or pipes . . . Disease of the coronary 
arteries was indicated as the primary cause of death ..." 

E. C. Hammond and D. Horn, The Relationship Between Human Smoking 
Habits and Death Rates. J. Am. Med. Assn. 155:1316 1328, 1954. 
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E. C. Hammond and D. Horn, Smoking and Death Rates — Report of 
Forty- Four Months of Follow-Up of 187,783 Men. J. Am. Med. Assn. 
166:1159. 1958. 



”If the causes of death as certified are accepted at their face value, 
mortality from coronary thrombosis reveals a .... significant relation- 
ship with smoking.” 

R. Doll and A. B. Hill, Lung Cancer and Other Causes of Death in 
Relation to Smoking. Brit. Med. J. _2_:1 071 -1 081 (Nov. 10) 1956. 

’’Two independent large-scale studies on the role of tobacco in cancer 
of the lung state as an incidental finding that heavy smokers have higher 
death rates from coronary thrombosis.” 

World Health Organization Technical Report Series No. 117. Study Group 
on Atherosclerosis and Ischaemic Heart Disease Report. World Health 
Organization, Palais des Nations, Geneva, 1957. 

”At least three statistical investigations show an association of tobacco 
smoking with a decrease in longevity, probably referable to a higher 
risk, for male smokers, of dying from cardiovascular disease. The 
mortality among smokers in certain age groups is reported to be approxi- 
mately double that of non-smokers. . . . Cardiovascular diseases account 
for well over half of all male adult deaths. Even a relatively small pro- 
portional excess in the cardiovascular death rate could, therefore, con- 
tribute a larger number of deaths than a much larger excess in the lung 
cancer death rate.” 

Smoking and Health. Joint Report of the Study Group on Smoking and 
Health. Science 125 :1129. 1957. 

”Up to the age of 65 the coronary artery disease mortality rate in long- 
shoremen who reported smoking a pack or more a day was roughly 
twice the rate in longshoremen who smoked fewer cigarettes or none 
at all.” (3994 longshoremen) 

L. Breslow and R. Buechley, Factors in Coronary Artery Disease, 
Cigarette Smoking and Exercise, Calif. Med. 89:175-178 (Sept. 1958). 



In support of the fifth contributing factor, heredity, the following docu- 
mentation is offered: 

(e) Heredity and susceptibility to arteriosclerosis 



”Now let us turn to the most serious problem of all - namely that of 
coronary atherosclerosis of a degree great enough to cause trouble. 



Here, we practitioners know from experience the importance of heredity,” 

P. D. White, Genes, The Heart and Destiny. New Engl. J. Med. 256:965- 
969 (May 23) 1957. 

"Coronary artery disease was nearly four times as prevalent among 
siblings of individuals with cor r, *y artery disease as among siblings 

of persons without it." 

C. B. Thomas and H. B. Cohen, Familial Occurrence of Hypertension 
and Coronary Artery Disease, with Observations Concerning Obesity 
and Diabetes. Ann. Int. Med. 42:90-127, 1955. 

’’The life insurance companies in the United States investigated 18,000 
insured lives for periods of up to 15 years and showed conclusively that 
persons who had reported two or more cases of early cardiovascular 
renal disease in their families were subject to death rates from cardio- 
vascular disease that were from 1-3/4 to 2-1/2 times those prevailing 
among all persons insured at standard premium rates.” 

Impairment Study, 1951, Society of Actuaries (April) 1954. (Discussed 
by I. H. Page, F. J. Stare, A. C. Corcoran, H. Pollack, and C. F. 

Wilkinson, Jr.: Atherosclerosis and the Fat Content of the Diet. 

Circulation 26:163-178 (August) 1957.) 

"When these observations are taken together - the facts that the disease 
appears to be familial, that it is associated with a shortened life span 
. . . it is reasonable to suspect the existence of hereditary genetic 
factors in the etiology of coronary heart disease ... On the basis of 
the evidence concerning the proportion of deaths and the causes of death 
in the parents of both groups (i.e. patients with heart disease and matched 
controls without disease) it is reasonable to conclude that coronary heart 
disease is more likely to occur in families or individuals if mother, father, 
or siblings have experienced the disease." 



M. M. Gertler, P. D. White, and others, Coronary Heart Disease in 
Young Adults: A Multidisciplinary Study. Cambridge: Harvard University 
Press, 1954. 

"Probably all would agree that some genetic influence is involved in the 
pathogenesis of . . . atherosclerosis, including coronary artery disease." 

V. A. McKusick, Genetics in Relation to Cardiovascular Disease, 
Eugenics Quarterly 5:30, 1958. 
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Regarding the statement: ’’Hard work itself is often wrongly blamed for 
this disease,” the following documentation is offered: 

Hard work and lack of evidence associating it with arteriosclerosis. 



’’Work does not produce heart disease.” 

Statement agreed to by 93% of 398 medical specialists in a report of 
the 6th Moreland Commission to the Governor, State of New York, 
January 1957. 

’’Men in physically active jobs have a lower incidence of coronary 
heart disease in middle age than have men in physically inactive jobs. 
More important, the disease is not so severe in physically active 
workers.” 

J. N, Morris, J. A. Heady, C. A. B. Raffle, C. G. Robers, J. W. Parks: 
Coronary Heart Disease and Physical Activity of Work. The Lancet II: 
1111 (Nov. 28) 1953. 

Tables 1, 2 and 3 show that mortality rates from coronary disease 
are less (two to three times) among individuals with heavy physical 
activity than among individuals with light physical activity. 

S. C. Morrison, Occupational Mortality in Scotland. Brit. J. Indust. 
Med. 14, 130, 1957. 

”. . . it has been suggested that the apparent rise in some countries 
in the frequency of ischaemic heart disease among young and middle- 
aged men may be related to this reduction in the average level of 
physical activity.” 

’’The widespread belief that psychological factors (stress, strain, and 
mental tension) play some part in the genesis of ischaemic heart 
disease appears to have as yet no scientific basis.” 

World Health Organization Technical Report Series No. 117. Study 
Group on Atherosclerosis and Ischaemic Heart Disease Report. 

World Health Organization, Palais des Nations, Geneva, 1957. 

”In 89 men aged 60-69 in whom a confirmed diagnosis of coronary 
artery disease was made, the prevalence seemed to be unrelated to 
the mental demands of the men's occupations. It was fairly closely 
related to the physical demands of occupation, being highest for men 
in sedentary work. This was most evident in professional and related 
occupations.” 

R. G. Brown, L. A. G. Davidson, T. McKeown, and A. G. W. Whitefield, 
The Lancet 11:1073 (Nov. 30) 1957. 
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WHAT ARE THE FACTS ABOUT 

CANCER? 




15 month old boy developed hemorrhage around his 
eyes following a mild fall in July 1965. A few days 
later he had a high fever, then began to lose his 
appetite and was very irritable. The swelling around 
his eyes continued to get worse and in August his 
left eye was protruding with more hemorrage around 
it. Seen by doctor who felt a mass in his abdomen. 
He was referred to Memorial Hospital on September 
1, 1965. The diagnosis of neuroblastoma was con- 
firmed, already wide-spread, involving the head, eyes 
and multiple bones. There was a mass in the abdomen 
with many enlarged lymph nodes. Tumor cells were 
present in his bone marrow. Two days after ad- 



mission he was started on daunomycin, a new anti- 
biotic, effective in certain children with neuroblas- 
toma. Five days after his first course of treatment, 
a definite improvement in the protrusion of the eye 
and a decrease in the hemorrhage around it. He im- 
proved and by the end of the month went home. 
Improvement lasted for abou, a month when the dis- 
ease recurred. In November, he received his second 
course of daunomycin, it did not help him. Treatment 
was changed to other chemotherapeutic agents — 
prednisone, cytoxan and vincristine — he improved 
and was able to go home for Christmas. 





WHAT ARE THE FACTS ABOUT CANCER? 
WHAT ARE WE DOING ABOUT CANCER? 



This fact sheet has been compiled from 
the best available information by the 

National Health Education Committee, Inc. 

866 United Nations Plaza, New York, N. Y. 10017 

1966 



I. HOW MANY PEOPLE DIE OF CANCER IN THE UNITED STATES? 



1. The Number Two Killer of our people is cancer. (1) 

2. 296,320 Americans died of cancer in 1965 (1), or about one out of every 
six deaths. 

a. This means that cancer killed 16% of the 1, 825, 000 Americans who 
died in 1965. (1) 

b. Cancer killed 37 times as many people in the United States in 1965 
as did tuberculosis. (1) 

3. It is estimated that 49, 000, 000 people now alive in this country will 
eventually have cancer unless preventive measures are found. (2) 

4. Unless new treatments and cures are found 1 person in every six will 
die from cancer. 




5. Cancer kills one man, woman or child every two minutes in the 
United States. 

6. Cancer killed in 1965 alone over 12 times the number of Americans 
killed in action during three years of war in Korea. (3) 
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7. In 1965 alone, more Americans died of cancer than were killed in action 



during World War II. 



H. WHAT WAS THE MILITARY MANPOWER LOSS DURING WORLD WAR H 



FROM CANCER? 



1. Of approximately 5, 000, 000 men between the ages of 18 to 37 rejected for 
medical reasons during the last war, 32,200 were rejected for cancer 
and other neoplasms. (5) 



a. This would have been sufficient to man at least two Army Infantry 
Divisions of World War n strength. (14,477 men to each division) (6) 



HI. WHAT IS THE ECONOMIC LOSS FROM CANCER? 

In excess of $2 billion annually: 

1. Direct costs for diagnosis, treatment, and care of cancer patients 
amounted to $1.2 billion in 1962. 

More than half of the direct costs is for hospital care. Approximately 
950, 000 patients with a primary diagnosis of cancer spent more than 
14 million days in short term hospitals. The cost of the services of 
physicians in private practice for cancer patients is $172 million. (7) 

2. A total of 54 million work days was lost in 1962 as^a result of illness and 
disability caused by cancer by members of the labor force, housewives 
and others. These days lost are equivalent to 221,000 man years of 
productivity, or $1 billion in terms of 1962 dollars. (7) 

2 . 
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IV. WHAT WAS THE ECONOMIC LOSS IN INCOME AND TAXES THROUGH 



THE DEATH OF CANCER VICTIMS IN THE WORKING AGE GROUPS? 

1. 122, 187 Americans between the ages of 25 and 64 years of age died in 
1963 from cancer. About 54% of the non- institutionalized population of 
the country were actually employed or in the Armed Forces during that 
year. 

This means that if 54% of these 122, 187 Americans had been alive and 
able to work an extra year, they could have earned in 1964 over $435 
million and paid taxes to the Federal Government on this income total- 
ing over $60 million. (20) 



V. HOW MANY PEOPLE ARE SUFFERING FROM CANCER IN THE UNITED 

STATES? 

1. An estimated 870,000 people will be under treatment for cancer in 
1966. (2) 

a. There will be about 570, 000 new cancer cases (diagnosed for the 
first time) in 1966. (2) 

2. Abo'it one out of every four people now alive in the United States will 
have cancer ai some time in his life unless new preventive measures 
are found. (2) This means that if cancer illness rates are not cut: 

a. Approximately 49 million people now alive in the United States will 
have some form of cancer during their lifetime. (2) 

b. Approximately 33 million Americans now alive will DIE from 
cancer unless preventive new treatments or cures are found. 
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Estimated Cancer Deaths by Sex and Site - 1967 



SITE 


BOTH SEXES 


MALE 1 FEMALE 


All Sites 


305,000 


167,000 


138,000 


Oral Cancer 
Lip 

T ongue 

Salivary Glands 

Floor of Mouth 

Other & Unspecified Mouth 

Pharynx 


6,950 

125 

1,625 

700 

500 

1,100 

2,900 


5.200 
100 

1.200 
450 
400 
753 

2,303 


1,750 

25 

425 

250 

100 

350 

600 


Digestive Orgjns 
Esophagus 
Stomach 
Small Intestine 
Large Intestine (Colon) 

Rectum 

Liver & Biliary Passages 
Pancreas 

Other & Unspecified Digestive 


95,900 

5.500 

17.500 
800 

33,200 

10.400 
9,300 

17.400 
1,800 


51.700 
4100 

10.700 
400 

15.100 
5,800 
4,500 

10.100 
900 


44,200 

1.300 
6,800 

400 

18,100 

4,600 

4,800 

7.300 
900 


Respiratory System 
Larynx 
Lung 

Other & Unspecified Respiratory 


55,400 

2,800 

51,800 

800 


47.100 
2,500 

44.100 
500 


8,300 

300 

7,700 

300 


Breast 


27,150 


250 


26,900 


Genital Organs 
Cervix Uteri 
Corpus Uteri 
Ovary 
Prostate 
T estis 

Other & Unspecified Genital 


40,700 

9,800 

3,700 

9,100 

16,200 

650 

1,250 


17,150 

16,200 

650 

300 


23,550 

9 8^0 
3,700 
9,100 

950 


Urinary Organs 
Kidney 

Bladder & Other Urinary 


14,500 

5,800 

8,700 


9,800 

3,700 

6,100 


4,700 

2,100 

2,600 


Skin 


4,600 


2,800 


1,800 


Eye 


400 


200 


200 


Brain & Central Nervous System 


7,500 


4,300 


3,200 


Endocrine Glands 
Thyroid 

Other & Unspecified Endocrine 


1,500 

1,050 

450 


600 

350 

250 


900 

700 

200 


Bone 


1,600 


900 


700 


Soft T issue 


1,300 


700 


tan 

vw 


Leukemia 


14,400 


8,400 


6,000 


Lymphomas 

Lymphosarcomo & Reticuloscrcoma 
Hodgkin's Disease 
Multiple Myeloma 
Other Lymphomas 


16,000 

7,600 

3,400 

3,900 

1,100 


9,000 

4,200 

2,100 

2,100 

600 


7,000 

3,400 

1,300 

1,800 

500 


All Other & Unspecified 


17,100 


8,900 


8,200 ~ 



3. On the average, cancer will strike about 2 out of every 3 American 
families. (2) 

4. A little over half of all cases of cancer are in people under 65 years. (21) 



VI. DO MORE MEN DIE FROM CANCER THAN WOMEN? 

Yes. 

1. The 1963 cancer death rate among men was 22% higher than the female 
cancer death rate. (These are crude death rates) (1) 

a. Of 285,362 cancer deaths in 1963, male deaths totaled 154,288, and 
female deaths, 131,074. (1) 

2. The ratio in 1966 will be about 55 men to 45 women. (2) 

a. Of the estimated 300,000 cancer deaths in 1966, 164,000 will be men 
and 136,000 women. (2) 



VU. HOW MANY VETERANS WILL BE VICTIMS OF CANCER? 

1. On the basis that 1 out of 4 Americans now living will have cancer unless 
new preventive measures are found (2), and that there are a total of 

22, 166, 000 veterans in civil life eligioJe for VA benefits and services (8) 
5, 541, 500 veterans will at some time be hospitaliz ed or will be entitled 
to hospitalization for cancer. 

2. If 80% of the veterans developing cancer receive full hospitalization for 



cancer from the Veterans Administration, they will cost the taxpayers 



about $3.4 billion. 



If only 50% receive full hospitalization, they will cost the taxpayers 
$2.1 billion. (9) 



Vm. HOW MUCH DOES CANCER COST THE VETERANS ADMINISTRATION? 

1. It is estimated that the total annual cost of cancer to the Veterans 
Administration is approximately $41 million. 

a. Hospital treatment accounts for about $21 miUion of this total. (8) 

b. As of September 1963, 18,830 veterans were receiving compensation 
or pension payments where the only or major disability was diagnosed 
as a malignancy. The approximate annual value of these awards was 
$19,971,768. (10) 



IX. WHAT ARE TODAY’S CHANCES OF RECOVERY FROM CANCER? 

1. About 570, 000 new cancer cases will be diagnosed for the first time 
in 1966. 

One cancer patient in three is now being saved, so about 190, 000 
Americans will be saved from canner this year. A few years ago 
only 1 in 4 was saved; this is a gain in lives saved of some 47, 500 
patients each year. (2) 
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2. Of every 6 persons who get cancer today, 2 will be saved and 4 will die. 
Of the 4 who die, one could have been saved had proper treatment and 



early diagnosis been received in time. Thus, half of those who get 



cancer could and should be saved with present knowledge. (2) 



i 

I 



FIVE-YEAR CANCER SURVIVAL RATES* TOR SELECTED SITES 



( 2 ) 



20 40 60 80 



100 



SKIN 



BREAST 



UTERUS 



COLON ft RECTUM 



BLADDER 



OVARY 



KIDNEY 



ORAL 



PROSTOTE 



STOMACH 



LUNG 



92% 



82% 

47% 

81% 



68 % 

34% 



68 % 

24% 

66 % 

26% 



54% 

307« 

53% 
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HOW MANY SPECIAL CANCER HOSPITALS ARE THERE IN THE 



UNITED STATES? 

1. There are ten special cancer hospitals in the United States (see Ap- 
pendix I). However, most cancer patients requiring hospitalization are 
taken care of routinely in general hospitals. 

2. In 1945, there were 392 cancer clinics and registries in the United 
States and Canada approved by the American College of Surgeons. To- 
day there are over 1, 000, plus the related expansion of teaching, 
research and treatment centers. (22) 



HOW MUCH MONEY IS AVAILABLE FOR RESEARCH TO FIND NEW 
TREATMENTS AND CURES FOR CANCER FROM THE FEDERAL 
GOV ERNMENT & LEADING VOLUNTARY AGENCIES? 

1. From the major sources about $176, 078, 248 divided as follows: 
a. Government funds total about $155, 672, 000 

( a ) The National Cancer Institu te. USPHS, 
estimated for fiscal 1966 (11) 



Intramural research 
Research proj ects 



$17,376,000 
67, 946, 000 
3, 742, 000 



Research fellowships 
Collaborative studies 



59,931,000 $148,995,000 



\ 



(b) The Atomic Energy Commissions 
estimate for fiscal 1966, of which 
$500, 000 is for its off-site research 
program in cancer (12) 



5, 677, 000 



(c) Out of a total medical research appro- 
priation of $36,026, 000 in fiscal 1965, 
the Veterans Administration will spend 
for cancer research an estimated (13) 1,000,000 

$155,672,000 



b. Non- Government funds listed total an estimated $20,406,248. 

(a) The American Cancer Socie ty 
allocated in 1965 for cancer 

research about (23) $ 15,416,151 

(b) The Damon Runyon Memorial Fund, 

in 1964 allocated (14) 1,588,400 

(c) Contributions by various private 
foundations and other private 
sources in 1964 to the Sloa n - 
Kettering Institute at the Memorial 
Center for Cancer & Allied Diseases 

for cancer research totaled (15) 3,401,697 

The Institute’s 1965 operp* ? 'g bud- 
get as of April 30, 1965, 

$8,570,814. (15) 

(d) Numerous other private founda- 
tions and funds throughout the 
United States also support research 
in cancer, though the exact total 

is not known. 



$ 20,406,248 

2. This means that we are spending about $594 per cancer death annually, 
or $200 per case under treatment; but only $3. 60 per American now 



alive who will have cancer unless cures or preventive measures are 
found. 

3. In contrast to the $176 million available from the major public and 



private sources for cancer research: 



I 

1 

m 

a. It is estimated that the Department of Agriculture in fiscal 1966 

will spend about $226 million through its Agricultural Research * 

Service. (16) 

b. The people of the United States spent in 1964 approximately: (17) 

$553, 740, 000 for greeting cards; 

$358, 800, 000 for chewing gum; 

$199, 580, 000 for ballpoint pens and refills. 

XII. HOW MUCH MONEY HAS THE AMERICAN CANCER SOCIETY RAISED 
FOR LA Y AND PROFESSIONAL EDUCATION AS WELL AS SERVICE TO 
CANCER PATIENTS, EXCLUDING RESEARCH? 

1. Out of the total of $45, 808, 754 raised in 1965 in contributions and 
legacies, the American Cancer Society and all its .state and local 
divisions allocated 48% - about $21.8 million for these purposes in 1965, 
over and above the amount raised for research. (23) This does not 
include fund-raising or administration costs, 
a. This is in contrast to $832, 862, total raised nationally by the 
Cancer Society in 1944, and $372, 057. 17 in 1943 when the Society 
allocated no funds for research whatever. (18) 

XHI. HOW DO DEATHS FRO M CANCER COMPARE WITH DEATHS FROM OTHER 
DISEASES? 

1. The Number Two Killer of the United States is Cancer. Only cardio- 
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vascular-renal diseases (mainly arteriosclerosis) cause more deaths. (1) 

a. Over 9600 times as many people died of cancer in 1965 as died of 
polio in the same year. (1) Polio deaths = 20 . 

b. Over 37 times as many people died of cancer as of tuberculosis in 
1965. (1) 

c. In 1964, five times as many people died from lung cancer alone than 

from all forms of tuberculosis. In 1964 cancer of the lung killed an 

estimated 43,000 Americans; tuberculosis killed 8, 100. (1) 

(a) Lung cancer, the chief cause of cancer death in men , will kill 
in 1966 approximately 40, 000 men and 7,000 women, a total of 
47,000. 

XIV. IS CANCER PRIMARILY A DISEASE OF OLD AGE? 

1. No. Of 285, 362 deaths in 1963 from cancer and other malignant 
tumors: (1) 

a. 129,069 or 45%, were under 65 years old, and 55% were over 65. 

b. 25, 629 or about 9% were under 45 years old. 

c. 6, 882 or about 2.4% were under 25 years old. 



XV. HOW MANY CHILDREN DOES CANCER KILL? 



1. In the United States, cancer today kills more children from 1 to 15 



years of age than any other disease. (1) 



a. In 1963, 4, 288 children from 1 to 15 years of age died from cancer; 
about half died from leukemia (2, 067). (1) 
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XVI. WHAT ARE THE MAJOR CLINICAL RESEARCH PAY OFFS AND DEVEL- 



OPMENTS IN THE TREATMENT OF CANCER? 

1 . Survivals of more than 5 years have been obtained through the use of 
drugs in several different forms of cancer which had a high fatality 
rate once the disease metastasized: 

1. Choriocarcinoma treated with Methotrexate. (24) 

2. Retinoblastoma (tumor of the eye) treated with TEM plus x-rays. 
(24) 

3. WUm’s tumor (tumor of the kidney in children) treated with 
Actinomycin D and x-ray. (25) 

2. In some cases, chemotherapy, while not curative, has delayed the 
progression of the disease and therefore prolonged survival. This 
appears to be true in breast cancer and carcinoma of the prostate, 
with the use of estrogen preparations in cancer of the prostate and the 
use of estrogen preparations or androgens, depending on age of patient, 
in breast cancer. 

3. For the first time, skin tumors were successfully treated with topical 
applications of ointments containing antitumor drugs. (26) 

Treatment of more than 500 primary skin lesions in about 100 pa- 
tients, applying a hydrophilic cream base containing 0. 5% to 20% 
5-Fluorouracil (5-FU) caused regression in more than 90% of 
basal cell carcinomas and premalignant solar keratoses involving 
large areas of the skin. Differential action on neoplastic and 
normal tissues, respectively, resulted in minimal or no scar 

13 . 

o 

ERIC 



1 



i 

formation. Resistant lesions regressed when 30% 5-FU was ap- 
plied. Regression also occurred with epitheliomas arising in 
severe and extensive radiodermatitis, metastatic skin lesions of 
adenocarcinomas, and local recurrence of lymphosarcoma. 
Regressions have lasted for observation periods of up to 5 years. (26) 




Fig. 1 

Patient with multiple basal cell carcinoma. 
Tumors are reacting to ointment containing 
anti-tumor chemical (Trenimon 0.05%). 
Each dark area represents a basal cell 
carcinoma. Patient had 140 tumors on his 
back at that time. Normal skin adjacent to 
tumors (including scars from previous sur- 
gery or radiation therapy) are not reacting 






Fig. 2 

Patient shown in fig. 2 at 3 
months after discontinuing 
applications of ointment. 
Tumors have resolved. Dark 
areas are scars from previ- 
ous surgical or radiation 
treatments. 



xvn. WHAT ARE TH E LEADS IN THE FIELD OF CANCER RESEARCH? 

1. Today cancer is being attacked by research from within nearly every 
branch of science. The cancer studies are diverse; many are complex. 
The following highlights will indicate their scope, and some of the prac- 
tical achievements; (19) 
a. Basic research -- 



o 



The biology and chemistry of growth is yielding significant know- 
ledge about cancer and other diseases. The aim is to understand 
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NEOPLASTIC DISEASES RESPONDING TO CHEMOTHERAPY 



DIAGNOSES 


POLYFUNC- 

TIONAL 

ALKYLATING 

AGENTS 


ANTIMETABO- 

LITES 


RADIOACTIVE 

ISOTOPES 


STEROID 

HORMONES 


MISCELLANEOUS 

DRUGS** 


RESULTS 


Leukemia 

Acute Children 


Cyclophos- 

phamide 


6-MP 

Methotrexate® 




Adrenal 

Cortical 

Hormones 


Vincristine 


70% bone marrow improve- 
ment; 50% parents live one 
year or longer. 


Acute, Adults 




6-MP 

Methotrexate® 




Adrenal 

Cortical 

Hormones 




15-25% improved for several 
months cr longer. 


Chronic Myelocytic 


Myleran® 

HN2 


6-MP 


P 32 




Demecolcine 


Patients maintained in gocd 
condition during major por- 
tion of disease; life occasion- 
ally prolonged. 


Chronic Lymphatic 


Chlorambucil 

THIO-TEPAS 




P 52 


Adrenal 

Cortical 

Hormones 




Patients maintained in good 
condition during major por- 
tion of disease; life occasion- 
ally prolonged. 


Hodgkin’s Disease 


Chlorambucil 

HN2 

THIO-TEPA® 






Adrenal 

Cortical 

Hormones 


Vinblastine 

Natulan • 


Occasional favorable response, 
but nc dt^nite prolongation 
of life. 


Lymphosarcoma 


Chlorambucil 

HN2 

THIO-TEPAS 






Adrenal 

Cortical 

Hormones 


Vinblastine 


Occasional favorable response, 
but no definite prolongation 
of life. 


Multiple Myeloma 


Aikeran® 

Cyclophos- 

phamide 




P- 


Adrenal 

Cortical 

Hormones 


Urethane 


Symptomatic relief in about 
50% of cases, and objective 
improvement in 20-30%. 


Polycythemia Vera 


Myleran® 

Chlorambucil 

HM2 




pZt 






Prolonged clinical remissions, 
particularly with P 3? . 


Carcinoma of Lung 


HN2 

Cyclophos- 

phamide 










Brief improvement in about 
30% of cases. 


Carcinoma of Ovary 


THIO-TEPA® 

Chlorambucil 


5 FU 








30 to 50% of cases improved 
for one to three months, some- 
times longer. 


Carcinoma of Thyroid 






I 1 ’ 1 






Frequently marked improve- 
ment in properly selected 
cases. 


Carcinoma of Breast 


THIO-TEPAS 

Chlorambucil 


5-FU 




Estrogens 

Androgens 

Adreujl 

Cortical 

Hormones 




20 to 50% improved by hor 
monal therapy; life may be 
prolonged in seme cases. 


Carcinoma of 
Endometrium 








Delalutin'* 




25% respond, chiefly pclmc- 
nary metastases 


Carcinoma of Prostate 








Estrogens 




80% of cases respond to hor- 
monal therapy; definite pro- 
longation of life. 


Wilms' Tumor, Children 


Tn2 

Cyclophos- 

phamide 








Actinonycin D 


Temporary regression; 50% 
pulmonary metastases respond 
with long survivors. 


Choriocarcinoma, 

Female 


HN2 

Chlorambucil 


Methotrexate^ 






Actii:omycin D 
Vinblastine 


80% respond, of whom 40% 
show “permanent” regression. 


Carcinoma of Colon 




5-FU 








15% respond for several 
months or longer. 


Carcinoma of Adrenal 










o.p’-DDD 


Tumor regression and decrease 
i r . hyperadrenocorticism in se- 
lected cases. 


Carcinoma of Testis 


Chlorambucil* 


Methotrexate®* 






Actinomycin 0* 


35% of patients shew a favor- 
able and sometimes prolonged 
i^sponse. 


Miscellaneous Carcino- 
mas and Sarcomas 


HN2 

THIO-TEPAS 

Chlorambucil 

Cyclophos- 

phamide 


5-FU 




Adrenal 

Cortical 

Hormones 




In rare instances and in spe- 
cific situations, favorable re- 
sponses occur. 


*Given in Combination 
















Regional 


Cancer Chemothera 


ipy 




Pleural, Pericardial and 
Abdominal Effusions 

(instillation into 
appropriate cavity) 


HN2 




Au 1: * H 

CrP : -0< 




Quinacrine 


About 25 to 50% cf patients 
respond. 


Carcinoma <n Facial 
Areas 




Methotrexate® 
— Citrovorum 
Factor 

(intraarterial 

infusion) 








Favorable response of turners 
supplied by external carotid 
artery in selected cases. 


Tumors of the 
Extremities 


hN2 

(extra- 

corporeal 

perfusion) 










Response in selected cases. 


Leukemic Involvement 
Central Nervous System 




Methotrexate* 

(intrathecal 

injection) 








About 80% of children with 
CNS involvement respond tem- 
porarily. 




**includeg Antibiotics and Keta phase Inhibitors 



SPECIFIC AGENTS USED IN CANCER CHEMOTHERAPY 



S. 

E 

Q 



e 

«> 

a 



r •> 






i > 





PRINCIPAL 




ACUTE 




| AGENTS 


ROUTE OF 


USUAL 


TOXIC 


MAJOR LATE 


ADMINISTRATION 


DOSE 


SIGNS 


TOXIC MANIFESTATIONS 


Androgen 










Testosterone propionate 


I.M. 


50-100 mg. 3 x weekly 


None 


Fluid retention, masculin- 


Fluoxymesterone 

(Halotestln®) 


Oral 


10-20 mg./day 




ization. 


Estrogen 






Occasional 




Diethylst ilbestrol 
Ethinyl estradiol 


Oral 

Oral 


1-5 mg. 3/day 


N. & V.* 


Fluid retention, feminiza- 


(Esti r .yl®) 


0. 1-1.0 mg. 3/day 




tion, uterine bleeding. 


Prcgestin 










Hydroxyprogesterone caproatc 
(Delalutinfc) 


I.M. 


1 gm. 2 x weekly 


None 




Adrenal Cortical Compounds 


Oral 








Cortisone acetate 


50-300 mg./day 






Hydrocortisone acetate 

Prednisone 

(MeticortenG) 


Oral 


50-200 mg./day 


None 


Fluid retention, hyperten- 
sion, diabetes, increased 


Oral 


20-100 mg./day 




susceptibility to infection. 


Iodine 

(,. 3 .) 


Oral, I.V. 


100*200 me. 


None 


Myxedema, bone marrow 
depression, renal damage. 


Phosphorus 

(P : -) 


Oral, I.V. 


3-7 me. 


None 




( P 32 as chromic phosphate) 


Intracavitary 


5-10 me. 


None 


Bone marrow depression. 


Gold 

(Au 19 * 1 ) 


Intracavitary 


75-150 me. 


None 




Methylbis (/?-Chloroethyl) Amine HCI 


I.V. 


0.4 mg./kg. 






(HN2, Mustargen®) 


Single or 
Divided Doses 


N. & V. 


Therapeutic dcses moder- 




Chlorambucil 


Orai 


0. 1-0.2 mg./kg./day 


None 


ately depress peripheral 
blood cell count; exces- 


(Leukeran*) 


6-12 mg./day 


sive doses cause severe 


L-Ssrcolysin 
(Melphalan, AlkeranS) 


Oral 


6-10 mg./day initially 
2-4 mg./day maintenance 


None 


bone marrow depression 
with leukopenia, thrombo- 
cytopenia, and bleeding. 


Cyclophosphamide 


I.V. 


3. 5-5.0 mg./kg./day x 10 




Maximum toxicity may oc- 




(40-60 mg./kg. 


N. & V. 


cur two or three weeks 


(Endoxan, Cytoxan®) 




Single Dose) 


after last dose. Dosage, 




Oral 


50-300 mg./day 




therefore, must be care- 


Triethylenethiophosphoramide 

CTSPA, THIO-TEPA®) 


I.V. 


0.2 mg./kg. x 5 


None 


fully controlled. Alopecia 
and hemorrhagic cystitis 
occur occasionally with 


1 ,4-DimethanesulfoRyloxybutane 


Oral 


2-8 mg./day 


None 


cyclophosphamide. 


(Busulfan, Myleran®) 


150-250 mg./course 




4-Amino*N ,0 -methylpteroylglutamic 


Oral 






Oral and digestive tract 
ulcerations; bone marrow 


acid 


2. 5-5.0 mg. day 


None 


depression with leukope- 


(Amethopterin, Methotrexate®) 






nia, thrcmboc/topenia, and 
bleeding. 




6-Mercaptopurine 

(6-MP, Purinethol*) 


Oral 


2.T mg./kg./day 


None 


Therapeutic doses usually 
well tolerated; excessive 


6-Thicguanine 

(6-TG) 


Oral 


2.5 mg./kg./day 


doses cause bone marrew 
depression. 


5-Fluorouracil 


I.V. 






Stomatitis, nausea, Gl in- 


(5-FU) 


15 mg./kg./day x 3-5 


None 


jury, bone marrow depres- 
sion. 




Actinomycin 0 

(Cosmegen*) 


I.V. 


15 gamma/kg. /day x 5 
or 50 gamma /kg. weekly 


N. & V. 


Stomatitis, Gl disturb- 
ances, alopecia, bone 
marrow depression. 


Demecolcine 

(Colcemide®) 


Oral 


5 8 mg. day 


None 


Alopecia, bone marrow 
depression 


Vinblastine 
(Velban 3) 


1. V. 


0.1-0.15 mg./kg. 
weekly 


N & V 


Alopecia, muscle weak* 
ness, areflexia, bone 
marrow depression. 


Vincristine 
(Oncovin ®) 


1 V 


0 03-0.075 mg kg 
weekly 


None 


Areflexia, peripheral neu- 
ritis, paralytic ileus, 
mild marrow bone de- 










pression. 




‘Nausea and Vomiting 
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SPECIFIC AGENTS USED IN CANCER CHEMOTHERAPY 



AGENTS 


PRINCIPAL 
ROUTE OF 
ADMINISTRATION 


USUAL 

DOSE 


ACUTE 

lOXIC 

SIGNS 


MAJOR LATE 
TOXIC MANIFESTATIONS 


0. p’-DDD 

1, 1 - Dichloro-2-(o- 
chlorophenyl) -2- 
(p-chlorophenyl) • 
ethane 


Oral 


2-10gm./day 


N & V 


Skin eruptions, diarrhea, 
mental depression, mus- 
cle tremors. 


Urethane 


Oral 


2-4 gm. / day 


N & V 


Bone marrow depression. 


Qumacnne 

(Atabrine®) 


Intra- 

cavitary 


100-200 mg. /day x 5 


Local 

pain, 

Fever 


None. 


N-methyl hydrazine 
(Natulan®) 


Oral 

1 . 


2.0-4. tag. /kg. /day 
for 2-3 wiki 
th«a 1. tag. /kg. /day 


N & V 


Bon? marrow depression. 



the functions of the fundamental unit of life, the cell, and its nucleic 
acids, the chemicals that control cell growth. 

b. Immunology — 

The study of the human body's resistance to disease offers cancer 
scientists some of the most promising leads to possible cancer con- 
trol. Evidence is being accumulated on the existence of a natural 
resistance to cancer by healthy persons. 

The role of the thymus gland in stimulating this immune mechanism 
is a factor under study. 

If a causative agent for human cancer, e.g. , a virus or viruses 
could be found, immunization by a vaccine might be possible. 

c. Chemotherapy of cancer — 

The search for drugs that can halt or slow down tumor growth is a 
major undertaking of cancer research. Several thousand compounds 
are tested annually for anti-cancer activity. A group of these drugs 






have cured cancers in animals. About two dozen drugs are of tem- 
porary benefit to cancer patients. One or more of these compounds 
are at times capable of inducing a cure of the human disease. 

For example, the rare uterine cancer called choriocarcinoma in 
many instances has been cured by the drug Methotrexate. Great 
progress has also been made in the drug treatment of childhood 
leukemia. 

Remissions can be induced in more than 90% of children with 
leukemia by the use of drug combinations. By altering the schedule 
of drug administration, methotrexate remissions have been pro- 
longed by administering the drug in large doses twice weekly as 
compared to daily doses. By giving the drugs in many combinations 
and sequences, the survival time in acute leukemia is being steadily 
increased. 

d. Supportive therapy — 

is designed to make cancer patients more comfortable and to control 
complications of the disease. Recent research has developed ways 
of preventing hemorrhage and infection in leukemia patients by 
transfusion of platelets. 

Another potential adjunct to treatment being evaluated is the isola- 
tion of patients in a relatively germfree environment during drug 
therapy. 

e. Radiation treatment — 

of cancer is being improved by the development of new instruments 
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and more precise methods of irradiation to reduce undesirable side 

effects and deliver the radiation dose directly to the cancer-affected 

area. Conventional x-ray and super-voltage equipment is used. In 

addition to naturally radioactive radium, artificially produced iso- 

131 32 

topes such as I and P are available and have proved useful in 
treating some forms of cancer. Radiation is also being used in 
combination with other treatment. For example, in some cases of 
cancer, radiation before or after surgery appears to be of benefit 
to the patient. Preliminary results of therapy combining radiation 
and drugs are promising enough to warrant further study. 

f. Cancer surgery — 

is increasingly effective as a result of careful maintenance of the 
chemical balance of the patient’s body, new techniques for replacing 
lost blood and for overcoming shock, new operating room equipment 
for monitoring patient responses, and a renewed emphasis on sterile 
operating room procedures. 

New surgical techniques of perfusing anti-cancer drugs are proving 
useful in some forms of cancer. Advances have been made in re- 
constructive surgery, particularly following ccsrations for cancer 
of the head and neck. 

g. Viruses — 

may play an important role in inducing some types of cancer in 
man. Recent viral research has shown: 

(a) mouse leukemia caused by a virus is closely related to leukemia 



in man, thus opening up the possibility of developing vaccines 



or serums. 



xvni. WHAT IS ENVIRONMENTAL CANCER RESEARCH? 

It is aimed at identifying factors in the world around us that increase the 
risk of developing malignant disease. 

Several environmental carcinogens are known: excessive sunlight causes 
skin cancer; certain industrial dyes and coal tar derivatives used in the 
manufacture of rubber products cause bladder cancer in exposed workers; 
neavy doses of x-rays and other forms of ionizing radiation cause leu- 
kemia, bone tumors and other types of cancer. 



XIX. DO CIGARETTES HELP TO CAUSE LUNG CANCER? YES! 

Recently cigarette smoking (and atmospheric pollution) have been recog- 
nized as contributing factors in the development of lung cancer. 

(Lung cancer, the chief cause of cancer death in men, will 
kill in 1966, approximately 40, 000 men and 7, 000 women, 
a total of 47, 000. (2)) 

(In 1964, 5 times as many people died from lung cancer 
alone than all forms of tuberculosis. (1)) 

The public is being warned of the health risks associated with the use of 

cigarettes, and many urban areas are taking steps to rid themselves of 

seriously polluted air. Such measures will save lives, and as additional 
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environmental carcinogens are identified and controlled, countless 
other persons will be protected from the threat of environmental malig 
nant disease. 



XX. WHAT ARE OTHER AREAS OF RESEARCH? 

Research on cancer diagnosis is one of the major approaches to solving 
the cancer problem. Because early diagnosis is almost always essential 
if cancer is to be effectively treated, methods are sought to detect the 
disease at the earliest possible moment, even before overt symptoms 
appear. 

Improvements in techniques during the past decade have made it possible 
to study, with high precision, the bio-chemistry of the human body, and 
such studies may lead to the recognition of subtle changes that foreshadow 
malignant disease or signal its microscopic presence. 

Many scientists are engaged in research on blood, urine, and other body 
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fluids in which a cancer diagnostic clue may lie. Others are investigating 
the possible application of cytology to the detection of cancer of the lung, 
stomach, prostate gland, and other sites into which the body normally 
sheds cells that can be removed and examined. This procedure, the 
Pap smear, has proved highly successful in the detection of uterine 
cancer among large groups of women. 

Mammography, or examination of the breast by x-ray, is under investi- 
gation as a possible diagnostic tool for detecting breast cancer. 



XXI. WHAT ARE THE NEEDS IN THE FIGHT AGAINST CANCER? 

1. More funds for research, research fellowships and clinical fellowships 
and professorships as well as training and education in cancer are 
needed for the American Cancer Society and other leading voluntary 
agencies interested in this disease, and for the National Cancer Insti - 
tute of the U.S. Public Health Service. 

2. More funds for the construction of cancer research center facilities 
are needed. 

3. New treatments and cures must be found to aid the 870, 000 people 
presently under treatment for cancer, the estimated 49,000, 000 now 
alive who will have cancer and the 33,000,000 of these who will die 
from cancer unless these new treatments, cures or preventive 
measures are found and successfully put into use. 
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APPENDIX I 



HOW MANY SPECIAL CANCER HOSPITALS ARE THERE IN THE 
UNITED STATES? 



1. ’’Cancer hospitals” are only those specialized hospitals limited to the 
care of cancer patients. These institutions have facilities for exam- 
ination, diagnosis, and treatment. The American College of Surgeons 
lists the following as ’’cancer hospitals” conducting approved cancer 
programs: (19) 

Colorado 

Penrose Cancer Hospital, Colorado Springs 

Massachusetts 
Pondville Hospital, Walpole 

Westfield State Sanatorium (approved by American College of 
Surgeons for one year), Westfield 

Missouri 

Ellis Fischel State Cancer Hospital, Columbia 
New York 

Roswell Park Memorial Institute, Buffalo 

Francis Delafield Hospital, New York City 

Memorial- Sloan Kettering Cancer Center, New York City 
James Ewing Hospital 
Memorial Hospital 

Pennsylvania 

American Oncologic Hospital, Philadelphia 
Texas 

M. D. Anderson Hospital & Tumor Institute, Houston 
Puerto Rico 

Dr. I. Gonzalez Martinez Oncologic Hospital, Santurce 
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The American College of Surgeons also lists several hundred general 
hospitals which provide approved cancer consultation and treatment 
services. 




WHAT ARE THE FACTS ABOUT 



MENTAL ILLNESSES? 



WHAT ARE THE FACTS ABOUT 



MENTAL ILLNESS IN THE UNITED STATES? 



WHAT ARE THE FACTS ABOUT MENTAL ILLNESS IN THE UNITED STATES? 



L HOW MANY PEOPLE IN THE UNITED STATES AR E SUFFERING FROM 
SOME FORM OF MENTAL ILLNESS? 

1. An estimated 19, 000, 000 people in the United States are suffering from 
some form of mental or emotional illness, from mild to severe, that 
needs psychiatric treatment. (1) 

a. This mei ns that about one in every 10 persons is now suffering from 
some form of mental illness of varying degrees of severity. 

2. Mental illnest’. or other personality disturbances are usually significant 
factors in criminal behavior, delinquency, suicide, alcoholism, nar- 
cotics addiction, and very often, in cases of divorce. (2) 

a. About 60, 000 persons in the U.S. are drug addicts. (2) 

b. An estimated 20, 510 people committed suicide in 1964. (3) 

Suicide is now the tenth leading cause of death in this country. 

3. Mental illness is known to be an important factor in many physical 
illnesses , even heart disease and tuberculosis. (1) 

4. At least 50% of all the millions of medical and surgical cases treated 
by private doctors and hospitals have a mental illness complication. (1) 

5. An estimated 500, 000 mentally ill children in the U. S. are 
classified as psychiatric or borderline cases. Most of these children 
are suffering from the psychiatric disorder known as childhood 
schizophrenia. (1) 

a. Only a very small percentage of the total are receiving any kind of 



psychiatric treatment. (1) 



6. Emotional disturbances and mental illness are an important factor in 
the cause of 75% of all accidents. (1) 



II. HOW MANY ALCOHOLICS ARE THERE IN THE UNITED STATES TODAY? 
1. About 5,000,000 people in the U. S. are alcoholics, affecting 20 million 
family members. An estimated 200, 000 new cases develop each year. (5) 

a. FBI reports showed 1.5 million arrests for ’’drunkenness” in 1963, 
and an additional 215,, 000 arrests for ’’driving while intoxicated. ”(5) 




b. One out of every 7 admissions to state and county mental hospitals 
is an alcoholic. (5) 

c. Losses to industry from absenteeism, and other occupational problems, 
associated with alcoholism are about $1 billion annually. An additional 
$1.25 billion is spent each year to provide care, financial support 

and treatment for alcoholics and their families. (5) 







d. A recent study of cases of Aid to Families with Dependent Children 
found alcoholism as a major factor in 14% of the families receiving tax 
monies under this program. (5) 

e. A national public opinion survey in 1965 found that 1 in every 5 adults 
questioned admitted constant worry because they ’’drink too much for 
their own good. ” (5) 



HI. HOW MANY PEOPLE ARE BEING TREATED FOR MENTAL ILLNESS? 

1. An estimated 3,921,000 Americans were treated for mental illness in 
1965. (7) 

2. There is an increasing trend away from the state mental hospital as the 
primary source of treatment. Twenty years ago, state institutions 
handled 3 out of every 4 mental patients; in 1965, they cared for only 

1 in every 5 persons receiving psychiatric treatment. (7) 




ERiC 






There is a parallel trend increasingly emphasizing outpatient care and 
partial hospitalization as an alternative to 24-hour hospitalization. In 

1965, almost 2 in every 3 patients were not hospitalized; they received 
private office psychiatric care or were treated in one of the 2, 000 
mental health clinics in the U. S. (7) 

3. The following table lists where the 3.9 million mental patients re- 
ceived treatment in 1965: (7) 



IV. WHAT IS THE EXTENT OF MENTAL ILLNESS AMONG CHILDREN? 

1. An estimated 4 million children under the age or 14 are in need of 
some kind of psychiatric help because of emotional difficulties. Of 
these, between 500,000 and 1,000,000 children are so seriously dis- 
turbed that they require immediate psychiatric help. (8) 

2. An amazingly high percentage of the long-term residents of state 
institutions were first admitted as children or young adults. (8) 

a. An analysis of a 5,000 bed hospital at Tuscaloosa, Alabama, re- 
veals that more than half of the male schizophrenic group who have 
been in that hospital 20 years or more were first admitted between 
the ages of 14 and 29. 



State & county mental hospitals 
Private mental hospitals 
General hospitals 
Outpatient clinics 
Psychiatric day-night units 
V.Ao hospitals 
Private office care 



1, 300, 000 
3, 921,000 



807.000 

110. 000 
600, 000 

950.000 
14, 000 

140. 000 
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3. Many young children are so emotionally disturbed that they cannot 
be reached by educational programs. (8) 

a. A preliminary analysis of reports from Operation Head Start, a 
p re -kindergarten program which served 600, 000 children last 
summer, indicates that at least 10% of the children were in deep 
emotional trouble so severe that it had already crippled their devel- 
opment by the age of 4. (8) 



ARE EMOTIONALLY DISTURBED CHILDREN RECEIVING ADEQUATE 
CARE? NO! 



1. According to the Joint Commission on Mental Illness and Health there 
is not a single community in this country ,/hich provides an acceptable 
standard of services for its mentally ill children, running the spectrum 
from early therapeutic intervention to social restoration in the home, 
the school and the community. 

2. Although close to 300, 000 children were seen in outpatient psychiatric 
clinics in 1963, in most cases the ’’treatment” consisted of one or two 
diagnostic interviews followed by the admission that there were no 
facilities in the particular area for prolonged treatment. Because of 
staff shortages, especially of psychiatric time, many clinics tell 
parents seeking aid for deeply troubled children to come back in 

6 months or even a year. (8) 



VI. WHAT LEGISLATIVE AND OTHER DEVELOPMENTS ARE MOVING 



TOWARD INCREASED TREATMENT OF CHILDREN IN THE HEART OF 
T HE COMMUNITY? 

1. Legislation passed by Congress in 1965 authorizes $120 million over a 
4 -year period for the training of teachers of the handicapped, with 
particular emphasis upon teachers for emotionally disturbed children, 
a. 100, 000 of these specialized teachers are needed right now to staff 

classes, of not more than 10 children each, for the approximately 
1 million children, estimated to need these individual psychological 
and educational services. At present, there are less than 3, 000 
teachers specially qualified to handle emotionally disturbed 
children. (8) 

2. This legislation also authorizes $41 million over a 4-year period in 
support of research and demonstration projects designed to produce 




T 

more effective meth' is of teaching and re-educating the handicapped 
and the emotionally disturbed. (8) 

3. Over the past few years, the National Institute of Mental Health has 
joined in the support of a number of pilot projects designed to prevent 
institutionalization of children by developing alternative treatment 

y 

services in specialized schrjols or in the community. (8) 

4. Legislation has also been enacted authorizing federal support for a 
non-governmental study of the extent of mental illness among children 

directed toward specific proposals to combat it. A Joiit Commission — 

on Mental Health of Children, representing more than a score of 
organizations active in the field, has been formed and is already under 
way with a number of task force studies. 



5. A companion legislative effort, the Elementary and Pre-school Child 
Development Bill of 1965, introduced last September by Rep. Sam 
Gibbons of Florida, would provide funds over a 10-year period to 

> 

train child development specialists to work with children in the pre- 
school years and in the first three grades of elementary school. 
Hearings on the bill, which also provides grants to state educational 
agencies to employ these child development specialists, have been 
completed in the House. A groundswell of support for its imagina- 
tive attack upon the current shortage of child mencal health 
workers is incre?sing. (8) 

7. 
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VH. HOW MANY PEOPLE ARE HOSPITALIZED FOR MENTAL ILLNESS? 



1. Slightly more than one out of every two hospital beds in the United 
States is occupied by a mental patient. (10) 

712, 174 or 51% of the 1,406,818 patients comprising the average daily 
hospital census in 1962 in all hospitals were patients in psychiatric 
hospitals (public and private). (10) 

a. The average daily resident patient population in public mental 
hospitals (state and county hospitals) in 1965 totaled 488,400. (13) 

3. A large percentage of all State mental hospitals are stiH over- 
crowded. (32) 

4 - Admissions to psychi?tric hospitals (Federal and non- Fed eral) totaled 
511,262 in 1964 . (10) 

5. There are more people in hospitals for mental illness than for polio, 
cancer, heart disease, tuberculosis and all other diseases combined. (1) 




vni. HOW MANY PEOPLE ARE IN ALL TYPES OF PUBLIC MENTA L 
HOSPITALS? 

L Of the hospitalized mentaHy ill, 98% are in public hospitals (state, 
county, city, Veterans Administration and other federal hospitals). (10) 



Only about 2% of mental patients are cared for in private and 
voluntary hospitals. (10) 



WHICH MENTAL ILLNESSES AFFECT THE GREATEST NUMBER OF 
PEOPLE? 

1. About 20% of first admissions to state and county mental hospitals in 
1963 were patients with schizophrenia. (14) 

a. Because of the rela tive youth of schizophrenic patients on ad- 
mission to hospitals and their relatively low death rate, those 
schizophrenic patients who are not discharged tend to accumulate 

from year to year and to make up half of the resident populations 
of these hospitals (14) 

2. About 20% of first admissions to state and county mental hospitals in 
1963 were patients with cerebral arteriosclerosis, other circulatory 
disturbances, and senile brain disease. (14) 

a. Patients with cerebral arteriosclerosis, other circulatory dis- 
turbances and senile psychosis, because of their high death rate, 
made up only about 13% of the resident population of these mental 
hospitals in 1963. (14) 

3. CPher causes of first admissions to public non-federal mental hospitals 
in 1963 included: (14) 

Alcoholism including 

alcohol intoxication - about 15. 3% of all new admissions 

Personality disorders exclud- 
ing alcoholism addiction - about 11. 1% of all new admissions 



Psychoneurotic reactions - about 10. 8% of all new admissions 
Psychotic disorders other 

than schizophrenia - about 7. 1% of all new admissions 

Mental deficiency - about 2. 8% of all new admissions 

4. The remaining 13% include a variety of other disorders no one of 
which alone has a very high incidence. (14) 



PERCENTAGE O F FIRST ADMISSIONS TO PUBLIC MENTAL 
HOSPITALS BY CAUSE — 1963 



20 % 



Cerebral Arteriosclerosis, Otner Cir- 
culatory Disturbances, and Senile Brain 
Disease 



20 % 



Schizophrenia 



15 . 3 % 



Alcoholism 




Personality disorders, excluding 
alcoholism addiction 



10 . 8 % 



Psychoneurotic reactions 



7 . 1 % 



Psychotic disorders other than 
schizophrenia 



H 2.8% Mental Deficiency 



13 .% 



V- 



Miscellaneous 
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X. IN WHAT AGE GROUPS DO VARIOUS TYPES OF MENTAL DISORDERS 
TAKE THEIR GREATEST TOLL? 

1. Very few cases of psychosis occur before the age of 15. (14) 

a. Of all first admissions in 1963 to state and county mental hospitals: 
(14) 

(a) 2.6% were under 15 years of age 

(b) 33. 4% were between 15 and 34 

(c) 42. 9% were between 35 and 64 

(d) 21. 1% were 65 and older. 

2. In the age range 15-44 years, schizophrenia and personality disorders 
predominate. (14) 

3. During the next decade of life (40-50), the involutional psychoses and 
alcoholic psychoses attain considerable importance. (14) 

4. In the sixties, psychoses with cerebral arteriosclerosis and senile 
psychoses assume prominence, and these mental diseases of the 
senium continue to rise until the end of the life span. (14) 



FIRST ADMISSIONS INTO MENTAL INSTITUTIONS 



35-64 



IN THE FOLLOWING 
AGE GROUP 
PERCENTAGES - 1963 
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XI. WHAT IS THE COST OF CARE AND MAINTENANCE OF THE MENTALLY 



ILL IN PUBLIC MENTAL HOSPITALS? 

Estimated total maintenance expenditures of state and county mental 
hospitals in 1965 were $1, 201, 979, 234. (13) 

i 

xn. WHAT IS THE COST OF MENTAL ILLNESS TO THE VETERANS AD- 
MINISTRATION? 

Mental illnesses presently cost the Veterans Administration over 

$1 billion annually. 

1. The estimated operating costs ir fiscal 1966 for VA psychiatric hos- 
pitals was $314, 284, 000 . This does not include the costs for care of 
psychiatric patients in general hospitals. (21) 

The estimated average daily patient load in VA psychiatric hospitals 
for fiscal 1966 was 52,470. This is 48% of the average daily patient 
load in all VA hospitals. (21) 

2. The net operating cost in fisc? 1 1963 for VA outpatient mental hygiene 
clinics was $7, 761, 146. (9) 

3. As of June 1965, 601,367 veterans were receiving compensation and 
pension payments whose major disability involved a psychiatric or 
neurologic condition. The annual value of these awards was 
$744,977,004. (15) 

xm. HOW MUCH IS BEING SPENT BY PUBLIC INSTITUTIONS FOR CARE 
OF THE MENTALLY RETARDED? 



1. There were an estimated 188, 332 resident patients in all public 






institutions for mentally retarded at the end of 1965. (16) First 
admissions totaled 1 033 and net releases during the same period 

(1965) were 9, 385. (16) 

a. During 1965, maintenance expenditures of public institutions 
caring for the mentally retarded totaled $439, 349, 514. (16) 

XIV. WHAT IS THE ESTIMATED COST OF PUBLIC ASSISTANCE TO MEN- 
TALLY ILL AND ME NTALLY RETARDED PERSONS? 

According to the Bureau of Public Assistance of the Social Security 
Administration, a 1951 study of aid to the permanently and totally dis- 
abled disclosed that 11% of the cases were mentally ill and mentally 
retarded persons. Assuming the estimated 1966 case load of 581, 500 is 
similar in composition, 63,965 persons with mental illness or mental 
retardation receive public assistance from the Federal, state and local 
government amounting to $66 y 165, 000 per year. (21) 



XV. WHAT IS THE LOSS OF E ARNINGS OF THOSE PEOPLE ADMITTED TO 
MENTAL HOSPITALS? 

1. The income loss in 1964 of resident patients in State and county mental 
hospitals is estimated to total $1.7 billion, (19). 

2. Income losses during the first year for first admissions (1964) total 
an estimated $424 million. (19) 

13. 
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XVI. IN SUMMARY, WHAT IS THE OVER-ALL ANNUAL COST OF MENTAL 
ILLNESS IN THE UNITED STATES TODAY? 

It is estimated that mental illness costs annually approximately 
$5, 018,497, 698 as follows: 

a. Total maintenance expenditures of public $1, 201, 979, 234. 

mental hospitals for 1965 (13) 

b. Proprietary & non-profit voluntary mental 107,829,000. 

hospitals* expenses (1964) (10) 

c. Estimated payments for private psychiatric 100, 000, 000. 

care (22) 



d. Estimated annual cost of care of neuro - 
psychiatric patients in Veterans Admin- 
istration hospitals and out-patient care 
for veterans with neuropsychiatric con- 
ditions. (9) (21) 

e. Veterans Administration compensation 
& pension payments to veterans with 
neuropsychiatric conditions - 1965 (15) 

f. Expenditures of Federal agencies other than 
the Veterans Administration for mental 
patients 1964 (U. S. Public Health Service 
hospitals, Depts. of Defense, Justice 
Bureau of Prisons, Interior) (10) 

g. 1965 expenditures of public institutions for 
mentally retarded (16) 

h. Cost of public assistance to mentally ill 
and mentally retarded persons (21) 

i. Estimated income loss of 1964 resident 
patients in mental hospitals (19) 

j. Estimated earnings losses in 1964, of 
first admissions to mental hospitals in 
that one year alone (19) 

$5,018,497, 698. 



$ 322,045,146. 

744,977,004. 

36,178,000. 
439,349,514. 
66, 165, 000. 
1,676,188, 800. 

423, 786, 000. 
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XVn. HOW MANY PUBLIC AND PRIVATE HOSPITALS FOR MENTAL DISEASE 
ARE THERE IN THE UNITED STATES ? 

1. About 531 hospitals. The average daily hospital census of mental 
patients in all psychiatric hospitals, public and private, in 1964 was 
695,087. (10) 

a. Of these 531 public and private psychiatric hospitals, 326 are state 

and local governn . ital mental hospitals. (10) 

73 are voluntary psychiatric hospitals 
88 are proprietary psychiatric hospitals 

44 are Federal government psychiatric hospitals (includes Veterans 
Administration and Public Health hospitals) 



XVHI. HOW MANY PSYCHIATRIC CLINICS ARE THERE IN THE U.S. ? 

1. There are 2,000 psychiatric clinics in the U. S. as of the end of 
1965. (7) 

2. Half the clinics are located in the northeastern portion of the 
country which contains only 25% of the population. The south and 
west have fewer clinic resources than other areas of the nation. 
Only 4% of the clinics are located in rural areas where 30% of the 
population live. (7) 

3. At least one clinic for every 50, 000 in the population - or about 
4,000 full-time clinics - are needed. 

4. Because of severe mental health personnel shortages, many clinics 
operate at a level far below full-time capacity. 2/3 of the clinics in 
the country are unable to obtain the services of a full-time 
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psychiatrist. (7) 



5. A total of 950,000 persons were treated in outpatient clinics in 1965. 
This is a 42% increase over the 669,000 treated in 1961, and 89% 
over the 502, 000 treated in 1959. (7) 



6. Children and young adults form an increasing percentage of the 
treatment load of these clinics. Between 1961 and 1963, there were 
the following increases in numbers of children and young adults 
handled: (7) 



5 to 9 years 
10 to 14 years 
15 to 17 years 
18 to 19 years 
20 to 24 years 



19% increase 
22% increase 
38% increase 
38% increase 
47% increase 



7. In recent years, emergency walk-in clinics which offer around- 



the-clock services to troubled people have been opened in a number 
of cities, such as New York, Boston, Los Angeles, Berkeley, 
Detroit, etc. (7) 




One of the three 
neighborhood 
centers run by 
the Department 
of Psychiatry, 
Albert Einstein 
College of Med- 
icine, serving 
the psychiatric 
and social needs 
of the community. 
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XIX. HOW MUCH IS THE UNITED STATES PUBLIC HEALTH SERVICE 



SPENDING FOR ESTABLISHMENT OF MENTAL HE ALTH CLINICS 
AND SERVICES THROUGH T HE NATIONAL MENTAL HEALTH 
INSTITUTE? 

1. $6, 750,000 has been allotted in fiscal 1966 in federal matching grants 
to the states for the support of psychiatric clinics and related mental 
health services. 

2. In addition, $50 million has been appropriated in fiscal 1967 for the 
third year of a program of grants for the construction of public and 
other non-profit community mental health centers. 



XX. HOW MUCH IS BEING SPE N T FOR RESEARCH ON MENTAL HEALTH 
BY THE STATES A ND BY THE MAJOR FEDERAL A ND NATIONAL 
VOLUNTARY AGENCIES INTERESTED IN MENTAL HEALTH? 

1. Approximately $141. 7 million is spent, as follows: 

Federal funds - $113,770,000: 



1) Nat’l Institute of Mental Health, U. S. 

Public Health Service, fiscal 1965: 

Intra-mural research $12, 149, 000 
Research grants 85, 230, 000 

Research fellowships 8, 364, 000 

Collaborative studies 3, 702, 000 $109,445,000 (25) 

2) Out of fiscal 1965 medical research 
appropriations totaling $37 million, 
the Veterans Administration spent 
for research in mental illness an 

estimated 4,325,000 (27) 
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Fiscal 1966 appropriations for medical 
research to the VA totaled $40. 8 
million, although how much will be 
spent specifically for research in 
mental illness is not known. 

Total Federal Funds $113, 770, 000. 



Non-federal funds - $27,994, 188 



1) National Association for Mental Health - 
1964 $ 336,014 (28) 



2) The Foundations* Fund for Research 
in Psychiatry (New Haven, Conn. ) 
total grant expenditures, 

July 1, 1964 - June 30, 1965 458,174 (29) 

3) Other estimated annual research 

support from private national grant- 
ing agencies (18) 3,200,000 (18) 



4) Estimated annual state expendi- 
tures for mental health research 24, 000, 000 (30) 

Total Non-Federal Funds 27,994,188 

Total Funds $141,764,188. 



2. On the basis of 695,087 (10) patients in psychiatric hospitals in 1964, 
this would indicate that the amount spent for research per individual 
hospital case, employing Federal, State, national voluntary health 
agency, and other private funds, is only approximately $204. 

3. In contrast to the approximate total of $141. 7 million currently being 
spent for research against mental illness: 

a. The Nation spent $12.6 billion - OVER 93 TIMES AS MUCH - for 
alcoholic beverages alone in 1964 (31), an average of $66 annually 
for each man, woman and child. We are spending about 70£ 
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annually per each man, woman and child in the United States for 



research against mental illness, 
b. Mental illness is costing the Nation over $5 billion annually. 
Yet our annual research investment to combat this toll is less 
than 3% of this cost. 



XXI. HAS MEDICAL RESEARCH PAID OFF IN THE FIELD OF MENTAL 
ILLNESS? YES! 

1. The tranquilizing drugs (reserpine, chlorpromazine) and many 
of the new drugs, including the psychic energizers have, over the 
past 10 years, revolutionized the care of state mental hospital 
patients and brought about an unprecedented, sustained annual 
reduction in state hospital populations. 

At the end of 1955, there were 558, 922 resident patients in 
state and county public mental hospitals. During that same year 
there were 178,000 admissions to, and 126, 500 net releases from, 
these hospitals. (13) 

At the end of 1965, even though admissions had soa red approx- 
imately 136, 000 to a total of 314,443, there were 83, 161 less 
patients in these same hospitals in 1965 as compared to 1955. (13) 
(Up until 1955, before the general use of the drugs, the mental 
hospital patient populations increased each year. ) 
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This is a remarkable reduction of 15% in the total number of 
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patients in these hospitals over the short span of 10 years. Even 
more remarkable, this downward trend in hospital populations has 
accelerated over the past five years, reaching a record 
reduction of 15,000 patients in 1965. The total drop of 52,000 
patients since 1961 is more than double the average rate of drop 
during the preceding six years (1955-1961). 

The key to this spectacular reduction is the 126% increase in 
number of patients released each year -- from 126, 500 in 1955 
to 287,000 in 1965. 

This total reduction in institutionalized patients over the past 
10 years is roughly equivalent to the combined mental hospital 
populations of 19 states: Alabama, Arizona, Arkansas, Colorado, 
Connecticut, Delaware, District of Columbia, Florida, Idaho, 



REDUCTION IN STATE HOSPITAL POPULATION EQUIVALENT TO THE COMBLNED MENTAL 
HOSPITAL POPULATION OF 19 STATES 
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Kansas, Kentucky, Maine, Mississippi, Missouri, North and South 



Dakota, Minnesota, Vermont, and Washington. 

2. This dramatic reduction in hospitalized patients has resulted in 
enormous savings to the states. In the decade following the close of 
World War II, the over-all rise in number of patients in our state 
mental hospitals averaged 13, 000 a year. If this trend had continued 
during the past 10 years, the states would have been forced to 
construct 130, 000 additional beds. Instead of an increase, this 
reduction of 83, 000 patients resulted in an aggregate saving of 
approximately 213, 000 beds over the 10-year period. (32) 

Figured at the estimated cost of $20, 000 a bed, this is a saving 
of $4. 3 billion in construction costs alone! (32) 

3. This steady reduction in state mental hospital populations has been 
achieved in spite of the fact that each year since 1955 has witnessed 
a record increase in admissions to these hospitals. The following 
are the admission figures for the past 10 years: (13) 



1955 - 178,003 

1956 - 185,597 

1957 - 194,497 

1958 - 209,823 



1959 - 222,791 

1960 - 234, 791 

1961 - 252,742 

1962 - 269,854 



1963 - 283, 591 

1964 - 302,946 

1965 - 314,443 



4. Of particular importance is the fact that an increasing number of 
states are sharing in these significant population reductions. 

In 1965, 40 states reported decreases, as against only 30 during 
1959. (13) 
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PERCENTAGE DECLINE IN NUMBER OF PATIENTS RESIDING 



IN PUBLIC MENTAL HOSPITALS AT END OF YEAR 
EXCLUSIVE OF VETERANS ADMINISTRATION: 



Number of Resident Patients 



State 


1955 


1965 


Decline 

1955-65 


Percent 

Decline 


Iowa 


5,374 


2,222 


3,152 


58.6% 


Utah 


1,337 


592 


745 


55.7% 


Washington 


7, 361 


3,851 


3, 510 


47.6% 


Colorado 


5, 786 


3,138 


2,648 


45.8% 


Arkansas 


5, 086 


2, 779 


2, 307 


45.4% 


Minnesota 


11,449 


6, 592 


4,857 


42. 4% 


Oregon 


4, 886 


2, 845 


2,041 


41.7% 


Kansas 


4,420 


2, 622 


1,798 


40.7% 


Idaho 


1,221 


740 


481 


39.4% 


Kentucky 


7, 700 


4, 887 


2, 813 


36.5% 


Oklahoma 


8, 014 


5,454 


2, 560 


31.9% 


Nebraska 


4, 826 


3, 398 


1,428 


29.5% 


Massachusetts 


23, 302 


17,253 


6, 049 


25.9% 


North Dakota 


1,993 


1,479 


514 


25.8% 


Ohio 


28, 662 


21,830 


6, 832 


23.4% 


North Carolina 


12,125 


9,335 


2, 790 


23.0% 


Louisiana 


8,271 


6,448 


1,823 


22. 0% 


Illinois 


38, 883 


30, 818 


8, 065 


20.7% 


Montana 


1,919 


1,518 


401 


20.4% 


Calif 01 nia 


37, 277 


30, 349 


6, 928 


18.6% 


New Hampshire 


2,733 


2, 239 


494 


18.1% 


District of Columbia 


7,318 


6,131 


1,187 


16. 2% 


Missouri 


12, 021 


10,316 


1,705 


14.2% 


Michigan 


21,798 


18,711 


3, 087 


14.2% 


New Jersey 


22, 262 


19,428 


2,834 


12.7% 


Pennsylvania 


40, 920 


35,958 


4,962 


12.1% 


Wisconsin 


15, 008 


13,315 


1,693 


11.2% 


Maryland 


9,273 


8, 346 


927 


10. 0% 


West Virginia 


5,619 


5,060 


559 


9.9% 


Rhode Island 


3, 442 


3,114 


328 


9.5% 


New York 


96,729 


87, 661 


9,068 


9.4% 


Connecticut 


8, 668 


7,908 


760 


8.7% 


Maine 


2,996 


2,768 


228 


7.6% 
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Vermont 


1,294 


1,207 


87 


6.7% 


New Mexico 


950 


890 


60 


6.3% 


Indiana 


11,342 


11,048 


294 


2.6% 


Delaware 


1,694 


1,667 


27 


1.6% 


Texas (1959) 


15,857 


15,652 


205 


1.3% 


Wyoming 


655 


648 „ 


7 


1.1% 


Arizona 


1,690 


1,684 


6 


less than 1% 



PERCENTAGE INCREASE IN NUMBER OF PATIENTS RESIDING IN 
PUBLIC MENTAL HOSPITALS AT END OF YEAR, 
EXCLUSIVE OF VETERANS ADMINISTRATION : 



Number of Resident Patients 



State 


1955 


1965 


Increase 

1955-65 


Percent 

Increase 


Florida 


8,026 


9, 992 


1,966 


24.5% 


Nevada 


440 


523 


83 


18.9% 


Alabama 


7,197 


7, 691 


494 


6.9% 


South Carolina 


6,042 


6,406 


364 


6.0% 


South Dakota 


1,603 


1,648 


45 


2.8% 


Virginia 


11,303 


11,544 


241 


2.1% 


Mississippi 


5,295 


5,367 


72 


1.3% 


Georgia 


11,710 


11,823 


113 


1.0% 


Tennessee 


7, 730 


7,767 


37 less than 1 % 



Sources: 

1955 Patients in Mental Institutions, Part II. Tables 1 & 2. 

Provisional Patient Movement and Administrative Data, State and County 
Mental Hospitals United States 1965. Mental Health Statistics. Current 
Reports, January 1965. National Institute of Mental Health, Bethesda, 
Maryland. 



5. In some of the states where more intensive application of the drugs 
has occurred, patient population reductions have far exceeded the 
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national average. 



6. A recent study reported in the Archives of General Psychiatry on 
the use of powerful tranquilizers to help acute schizophrenia 
patients quickly states the following: (32) 

a. The patients in the study were young schizophrenics averaging 
28 years of age, usually suffering either their first psychotic 
breakdown or their first hospitalization. All were judged 
markedly ill. 

b. In six weeks 95% of the patients on the drugs improved. The 
improvement in 75% of the cases was classified "marked to 
moderate improvement. " 



XXH. WHAT HAS CAUSED THIS REDUCTION IN THE NUMBER OF RESIDENT 
PATIENTS IN OUR STATE MENTAL HOSPITALS? 

1. Extensive statistical documentation shows that increased state 
legislative appropriations to p^ ^ ide intensive treatment with 
tranquilizing drugs, and an ti-depressant drugs, and more medical 
personnel to provide treatment, have now begun to pay off in 
dramatic fashion, and have finaUy achieved the cumulative force 
needed to reverse the seemingly inevitable annual rise in mental 
hospital populations: 

a. In 1945, the average daily expenditure on each resident mental 
patient was $1.06, ten years later (1955) it had risen slowly to 
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$3. 06 per day. In 1965, this had risen to $6. 74, more than 
six times the 1945 figure and a considerable increase even when 
the rising co st of living is taken into account, (13) although by 
any hospital standard a per die m expenditure of $6. 74 is grossly 
inadequate. 

b. In 1945, there was one full-time employee for every 6.8 patients 
in mental hospitals - an impossibly low treatment personnel- to - 
patient ratio. A decade later, considerable improvement was 
achieved when the ratio rose to approximately one employee for 
for every four patients (146,392 full-time employees for 558,922 
patients). (7) 




By 1965, a ratio of almost one full-time employee for every 
2 patients was achieved (230, 564 full-time employees for 
475, 761 patients). The biggest yearly jump occurred in 1965, 
when 31, 000 employees were added to the staffs of state 
mental hospitals. Much of this significant increase in 1965 
reflects the impact of the Nat'l Institute of Mental Health's 
Hospital Improvement Grant program - over the past 3 years, 



$36 million has been awarded to mental institutions to improve 
their treatment potential; 80% of the funds awarded in this 
exciting program are being used to employ additional and new 
kinds of psychiatric personnel. (7) 

c. However, the personnel shortage in state mental hospitals is 
still critical. For example, 25% of budgeted positions for staff 
psychiatrists remain unfilled. Many of the filled positions are 
held by foreign doctors - in a number of states, as high as 50% 
of the total physician complement is made up of foreign-born 
doctors. 

According to a recent survey published by the Nat f l Institute of 
Mental Health, 21 state hospitals are without a single psychia- 
trist, and 91 state hospitals have only one to four psychiatrists. (8) 

d. In spite of the tremendous shortages which still exist, there 
have been the following increases in psychiatric personnel during 
the past decade, largely the result of increased salaries and a 
great expansion of budgeted positions. They are probably the most 
significant evidence of how many state legislatures have given 

to the state mental hospitals the increased treatment potential 
needed to step up discharge rates: (12) (14) 

Superintendents & Physicians (including psychiatrists, 
residents and interns) 



1945 - 1,458 

Psychologists & psychometrists 


1963 - 


5,214 


1945 - 69 


1963 - 


1,161 
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Social Workers 



1945 - 410 1963 - 2,659 

Graduate Nurses 

1945 - 2,583 1963 - 10,644 

Other Nurses & Attendants 

1945 - 33,147 1963 - 103,109 



2. All of the foregoing factors led to a steady rise in discharge rates — 
a rise so gradual that it was frequently obscured by the increasing 
flood of admissions. In 1945, the net release rate per 1,000 average 
resident patients was only 153; in 1965, it had almost quadrupled to 
a level of 592 patients discharged for every thousand still resident 
in the hospital. (12) (13) 




HOSPITALS 



o o 




0 0 0 



912 NET RELEASES FOR 



EVERY 1000 ADMISSIONS 




An even more significant barometer of progress is the ratio of 
net releases to the total number of hospital admissions. In 1965, 
this soared to the record level of 912 net releases for every one 
thousand admissions. (12) (13) 
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xxni. WHAT NEW LEGISLATIVE DEVELOPMENTS HOLD OUT PROMISE 



FOR A FURTHER REDUCTION IN OUR STATE MENTAL HOSPITAL 
POPULATIONS? 

1. In October, 1963, the Congress passed the landmark Community 
Mental Health and Mental Retardation Centers bill (P. L. 88-164.) 
This bill provides $150 million through 1967 in federal matching 
money to the states for the construction, expansion or remodeling 
of community centers for the mentally ill. (20) 

In order to qualify for this matching federal aid, each state is 
required to submit a construction plan describing its comprehen- 
sive blueprint for the location and priority assignment of all 
mental health centers in the state. Despite the extraordinary diffi- 
culty of this task, and the fact that Congress did not vote the first 
monies for the centers until the fall of 1964, the states responded 
so enthusiastically that as of July 15, 1966, federal matching grants 
totalling close to $60 million were awarded for the construction 
and/ or staffing of 128 new community mental health centers in 
42 states, Puerto Rico and the District of Columbia. 

As a result of this first year funding, mental health services will 
soon be available to approximately 22 million Americans in their 
home communities. Assuming that states and communities apply 
with the same enthusiasm for the matching funds that will be avail- 
able during the remaining period of the present authorization, the 
National Institute of Mental Health estimates that over a third of the 
nation’s 200 million people will have access to community mental 



health center services by 1970. 

2. In order to strengthen the state and local capability in supporting 
these centers, the Congress last year amended the basic 1963 act by 
providing a seven-year authorization of approximately $224 million 
in federal matching monies in support of the personnel and other 
operating costs of the centers. The federal staffing grant for any 
one center may not exceed 51 months, and it drops from 75 percent 
of total operating costs during the first 15 months to 30 percent 
during the last year. (23) 

3. Because of the enthusiastic acceptance of the new program, com- 
bined with a widespread feeling among public officials that the 
unprecedented citizen demand for these centers would soon exceed 
available monies, the 1965 National Governors’ Conference unani- 
mously passed a resolution requesting the Council of State Govern- 
ments to convene a conference ’’for a thorough consideration of the 
future role of each level of government in multiple -source financing 
of community mental health programs. ” 

At the three-day conference, held in Chicago in December, 1965 
and co-chaired by Governor Otto Kerner of Illinois and Senator 
A. M. Spradling of Missouri, scores of state legislators and county 
commissioners hammered home the point that the federal contribu- 
tion to community mental health services, even with the inclusion 
of the 1963 and 1965 legislation, fell far below that made by most 
states and many local communities. Arguing for a renewal and 
broad expansion of the Community Mental Health Centers Act of 
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1963, the major resolution of the conference — unanimously 
adopted by the delegates — stated: 

’'Of the total annual public mental health expenditures of 
$2 billion in this country, only $115 million, less than four 
percent, is available for ongoing local community mental 
health services. The share of the Federal Government in 
this funding is less than ten percent. ... It is therefore 
imperative that the Federal Government, which receives 
the largest share of the tax dollar from our people, pro- 
vide critically needed additional seed money for these 
programs. 

"It is the consensus of the conference that the national 
goal of 2, 000 new community mental health centers to 
be established by 1975, as envisioned by the landmark 
1963 and 1965 Federal legislation, will not be realized 
without expanded Federal, State and local support.” 



XXIV. CAN THE AMERICAN PEOPLE AFFORD ADDITIONAL EXPENDI- 
TURES FOR MENTAL HEALTH SERVICES? 

1. Proponents of additional appropriations for mental health services 
are frequently told that state taxes have reached a confiscatory 
level, and that the individual citizen is ’’groaning under a tax 
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burden which he is increasingly unable to handle. " 

What are the facts? How much of our personal income do we 
spend on state taxes? 

In 1963 we spent, measured in constant dollars, 4% of our 
personal incomes for state taxes as against 3. 7% in 1948. In i 

other words, in a period of 15 years there was a rise of only | 

three tenths of one percent in the portion of our individual incomes i 

which went :o state government in the form of taxes. (50) 

In 1964, total general state expenditures — including federal 
grants and other sources of revenue -- averaged out to $195.47 
per person, as compared to $115. 37 in 1956. But per capita 
personal income increased at a record rate in that same span 
of time -- from $1, 767 in 1956 to $2, 550 in 1964. (50) 

2. How about state mental hospital operating expenditures as a 
percentage of total general state expenditures? 

Only 2. 7% of general state funds went to mental hospitals in 
1964, a significant drop from three and a third percent which 
was budgeted for these facilities in 1956. (50) 

Is this a fair proportion of state expenditures ? By way of 
contrast, state governments in 1963 devoted 28% of their funds 
to highways. (50) 

In that year, as a nation, we spent $10 billion for highways. (50) 
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Furthermore, the Department of Commerce recently estimated 
that the accelerated national highway program inaugurated in 1957 






would, upon completion in 1972, cost the American people $55 
billion. 



100% - Total General State 
Expenditures 



1963 State Mental Hospital 
Operating Expenditures As a 
Percentage Of Total General 
State Operating Expenditures 



28% - For Highways 




Less Than 

2. 7% - For operation of state 
mental hospitals 



When we consider the needs created by the explosive rise in 
our population, --a record growth of 50 million people in the last 
16 years, — added to an unprecedented, sustained rise in individual 
income, we cannot but conclude that the so-called heavy burden of 
increased taxes for public services is an undocumented myth. 

3. What about federal, state and local expenditures for community 



mental health services? 



In 1955 — before the big push for community services — the 
per capita expenditure for clinics and other community facilities 
was only nine cents per ye ar. In 1964, it had increased appreciably 
to 59 cents per person per year — hardly an excessive drain on 
the solvency of the individual taxpayer. Furthermore, in 1965, 
less than four percent of the $2 billion spent by all levels of 
government for mental health expenditures was budgeted for 
community mental health services. (50) 



XXV. WHAT ARE WE SPENDING OUR MONEY ON THESE DA YS? 

In 1964, we spent for: 

Recreation - $22. 7 billion (11) 

Alcoholic Beverages - $12.6 biUion (31) 

Tobacco Products - $7 biUion (31) 

Foreign travel and remittances - $3.5 billion (11) 

We also managed in that same affluent year to spend $359 miUion 
for chewing gum! (31) This compares with a total of approximately 
$141.7 million spent by all sources — federal, state and local 
governments, voluntary health organizations and private founda- 
tions -- for psychiatric research to get Americans out of state 
mental hospitals which are mostly M hum an warehouse s’ T . (51) 
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XXVI. WHAT ROLE WILL THE PSYCHIATRIC UNIT IN THE GENERAL 



HOSPITAL PLAY IN THE EXPANSION OF EARLY, IN TENSIVE 
TREATMENT SERVICES DURING THE YEARS AHE AD? 

1. Over the past few years, the general hospital has assumed a tre- 
mendously increased role in the care of mental patients. A 



1964 AVERAGE DAILY 
COST* PER RESIDENT 
PATIENT IN PUBLIC 
MENTAL INSTITUTIONS, 
VETERANS, PROPRI- 
ETARY PSYCHIATRIC 
AND SHORT-TERM 
GENERAL OR SPECIAL 
HOSPITALS. 



* Cost to hospital of patient maintenance 



NON -FEDERAL 

GENERAL & 

SPECIAL 

SHORT-TERM 

HOSPITALS 

$ 41 . 58 * 



PRIVATE 

PSYCHIATRIC 

HOSPITALS 

$ 21 . 99 * 



VETERANS 

PSYCHIATRIC 

HOSPITALS 

$ 15 . 47 * 



STATE 

MENTAL 

INSTITUTIONS 

1965 

$ 6 . 74 * 
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recently completed nationwide survey reveals that general hospitals 
treated and discharged almost 600, 000 psychiatric patients in the 
12-month reporting period ending in April, 1965. This represents 
a 40 percent increase in psychiatric services rendered by general 
hospitals during the past decade. The survey also highlights the 
fact that the public mental hospital is no longer the major locus 
for in-patient treatment of mental illness — in 1965, general 
hospitals discharged more than twice as many mental patients 
as did state and county mental hospitals. (26) 

2. There are 3, 183 general hospitals that now admit psychiatric 
patients. Of this total, 1,046 either have separate psychiatric 
units or regularly and routinely treat psychiatric patients on the 
general wards of the hospital. The other 2, 137 hospitals admit 
mentally ill patients on an emergency basis for diagnosis, 
treatment or for retention pending admission to other facilities. 

(26) 

3. The 467 general hospitals which maintain separate psychiatric 
units are by far the most active in terms of patients treated. In 
the 1964-65 reporting year, they accounted for 54 percent of all 
discharges from general hospitals (321,144) and for 81 percent 
of all psychotic discharges (72,079). (26) 

4. Under the impetus of the 1963 and 1965 Community Mental Health 
Center legislation, the general hospital of the future will become 
an even more important community resource. More than 50 per- 



cent of the new community mental health centers being con- 
structed with federal aid have a general hospital psychiatric 
unit as the key facility. 

5. The average length of stay of a patient in the psychiatric unit 

of a general hospital varies from 23 to 33 days in such represent- 
ative cities as Sacramento, Louisville, Hartford, Ann Arbor, 
Philadelphia, Chicago, New York, Dallas and Washington, 

D.C. (24) 

In Illinois, the average stay in psychiatric units in general 
hospitals is 16 days. Although the per diem cost of some of 
these units has run as high as $35 per patient, the total cost 
per patient has been approximately 50% of the total cost per 
patient treated in the state mental hospitals in Illinois. (24) 

6. A number of states and cities are subsidizing psychiatric beds 
in general hospitals for patients unable to afford them. Since 
1960, Georgia has supported psychiatric units in general hos- 
pitals in its major cities. Although the daily cost to the state 
has been high — $30 to $35 - the approximate cost per patient 
treated has been only about $1, 000, considerably less than the 
cost of long-term treatment in the 12, 000 bed state hospital 

at Milledgeville. (32) 

More than half of the states which have passed Community 




Mental Health Services laws over the past decade, providing state 
and local matching monies for these services, use a percentage 
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of the funds for the support of psychiatric beds in general 
hospitals. (32) 

7. Part-time hospitalization through the use of either day or night 

S 

hospitals has increased remarkably over the past decade. 

175 day-night hospital programs in operation in all parts of 
the land. (26) 



XXVH. WHAT ARE WE DOING TO INCREASE THE PSYCHIATRIC SKILLS 
OF THE GENERAL PRACTITIONER AND THE NON-PSYCHIATRIC 
SPECIALIST? 



1. In 1958, Congress allocated the first monies for a national program 
devoted to training the general practitioner in psychiatric skills. 
fhe program was divided into two parts: (34) 

a. Provision of stipends at a level sufficient to permit non-psychia- 
tric physicians to give up their practice and undertake three 
years of residency training with the objective of becoming full- 
time psychiatrists. 

In fiscal 1959, the first year of the program, 94 non-psychia- 
tric physicians were enrolled in this program. In the current 
year, 676 physicians are in residency training programs leading 
to certification as psychiatrists. 
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Since the inception of the program, 800 fully qualified psychia- 



trists have been added to the manpower pool. They are serving 
in many facilities which have been critically short of psychiatrists 
for years; for example, a significant percentage are directing 
mental health clinics which now, for the first t^ne, have acquired 
psychiatric leadership for their programs. However, this number 
is still inadequate for the needs, 
b. Grants to institutions qualified to offer postgraduate courses 
designed to enable the general practitioner, internist, pediatri- 
cian or other non-psychiatric specialist to function more effec- 
tively in a therapeutic, referral or preventive role in dealing 
with problems of mental illness. 

Since the inauguration of this program, close to 10, 000 physi- 
cians have been reached in formal courses, and many additional 

thousands have attended refresher courses sponsored by local 
and state medical societies and by university medical centers. 
Physicians taking these postgraduate courses receive no stipend 
whatsoever for the period of training — the individual grants 
cover only the faculty costs of the training institutions. Physi- 
cians enrolled in these programs range in age from 23 years to 
93 years, with a median age of 46. 

2. In fiscal year 1961, a third type of training was offered under this 
program. Intensive, full-time psychiatric training for periods of 
not less than six months nor more than one year was offered to 
non -psychiatric physicians, residents and interns who intend to 
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practice, or continue practicing, in a field other than psychiatry. 

In the first five years of this program, 242 special residency sti- 
pends were awarded for training at 55 different institutions. (34) 

3. In the eight years since the activation of the General Practioner 
Training Program, (fiscal 1959 through 1966) the Congress has 
appropriated $51 million for the three basic training programs. 

For the fiscal year beginning July 1, 1966, President Johnson has 
recommended $11 million for a continuation of this highly success- 
ful effort. (34) 

4. In addition to the federal program, many of the country’s leading 
medical organizations are intensifying their activities in training 

the general practitioner in psychiatric skills. 

Since 1957, the American Psychiatric Association has had a full- 
time psychiatrist heading its General Practitioner Education 
Project. The APA, in conjunction with the Western Interstate Com- 
mission on Higher Education, The Southern Regional Education 
Board and a number of national medical organizations, has spon- 
sored a series of regional seminars for general practitioners. 

In addition, the director of its GP project travels across the 
country each year speaking to many state and local medical asso- 
ciations and academies of general practice. The APA also publishes 
a newsletter covering developments in this field. (37) 

The American Academy of General Practice gives official credit 
to those of its members who take approved postgraduate courses in 
psychiatry. (37) 



As a result of all of these efforts, more postgraduate courses 
are now offered in psychiatry than in any other medical specialty. 
The August 11, 1965 issue of ’’The Journal of the American Medical 
Association" noted that 253 formal postgraduate courses in psychia- 
try were conducted in 1965, as against 114 only three years ago. 



XXVm. WHAT ARE THE STATES AND LOCALITIES SPENDING ON COMMUN- 
ITY MENTAL HEALTH SERVICES? 



1. In 1965, state and local governments spent approximately $115 
million for c ommunity mental health services. (4) 

This compares with $6 million spent by state and local govern- 
ments for these services in 1952, and $37 million in 1959. 



2. As of December, 1965 twenty-six states had enacted legislation 



which provides matching money on a formula basis to local govern- 
ments for the provision of community mental health services. (4) 
These twenty-six states are: 



California (1957) 
Colorado (1963 
Connecticut (1955) 
Idaho (1965) 
Illinois (1961) 
Indiana (1955) 
Kentucky (1964) 
Louisiana (1964) 
Maine (1959) 
Maryland (1966) 



Michigan (1963) 
Minnesota (1957) 
Nevada (1965) 

New Hampshire (1965) 
New Jersey (1957) 

New York (1954) 

North Carolina (1963) 
North Dakota (1965) 



Oregon (1961) 

Rhode Island (1962) 
South Carolina (1961) 
Texas (1965) 

Utah (1961) 

Vermont (1957) 
Wisconsin (1959) 
Wyoming (1961) 



3. The typical state matching provision is 50 percent of eligible expen- 
ditures, but several states have moved up to 75 percent matching for 
augmented services or for areas with low incomes. Only seven 
states have per capita limitations (50 cents per capita is typical) on 
state expenditures. (4) 

Typical eligible expenditures include operating costs for out- 
patient, consultation, prevention, information and education and 
rehabilitation services, with at least ten states also sharing in the 
support of in-patient services in general hospitals. (4) 

Heretofore, the Acts have usually specifically excluded capital 
outlay as an eligible expenditure. However, following the passage 
of the federal Community Mental Health Centers Act in 1963, several 
states have begun to reconsider this item. For example, New York 
has already amended its program by authorizing State participation 
of one-third the total cost of community mental health facility 
construction. (4) 

4. Even before the enactment of the federal legislation, a number of 
states had pioneered in the opening of comprehensive centers 
designed to provide early, intensive treatment on a flexible basis, 
a. As a result of the passage of a bond issue in 1961, Illinois will 

eventually have six small regional centers covering designated 
mental health zones in various parts of the state. All of the 
centers will have inpatient facilities in addition to a host of 
additional community services. 



b. In 1962, Colorado opened a 125-bed comprehensive mental health 

center near Denver. During the past two years, it nas added 

separate geriatric and children's units. The Fort Logan Center 

provides day and night hospitalization, outpatient services, a 

half-way house and psychiatric home- treatment teams which 

work out of regional clinics set up in the city of Denver. (6) 

Although it takes patients from a population area of close to 

a million people, it hospitalizes only a small proportion of those 

it screens. For example, as of July 31, 1963, there were 399 

patients in its Psychiatric Division, distributed as follows: (6) 

24 -hour 69 Halfway House 6 

Day Hospital . . 173 Follow-up 93 

Night Hospital. . 20 Family Care. . . . . . . 38 

The scale of fees at the Fort Logan Mental Health Center indi- 
cates how considerable the savings can be through a reduction in 




The State Hospital at Pueblo, 
Colorado. 



The Fort Logan Mental Health 
Center near Denver. 



expensive, 24-hours hospitalization. For example, the average 
cost per day for inpatient care is about $20. For day patient care, 
it is only $8, and for outpatient follow-up care it is $8 per week. (6) 

c. The Massachusetts Mental Health Center in Boston, the oldest 
community mental health center in the country, has approximately 
150 beds. With a full-time staff of 14 psychiatrists, plus 59 psychia- 
tric residents and a number of Harvard medical students on rotation, 
it handles 4, 000 patients a year. It operates a 24 -hour hospital, day 
and night hospitals, and an emergency walk-in clinic which alone 
handled more than 2, 000 patients in 1963. (32) 

d. The Boston State Hospital operates a home-treatment service for 
the Dorchester area, which has 180,000 residents. Working out of 
the state hospital, the psychiatric team collaborates closely with 
family physicians in visiting homes a nd preventing hospitalization. 

The Boston State Hospital also runs five day-hospitals and a half- 
way house for patients about to be discharged to the community. (32) 



XXIX. 



WHAT PERCENTAGE OF THE STATES* MENTAL HEALTH BUDGETS 



IS BEING DEVOTED TO RESEARCH IN MENTAL ILLNESS? 



While the States were £ pending in 1965 over $1 billion 201 million in 
total maintenance expenditures for patients in public non-federal 
mental hospitals (13), they were spending only about 1.9% of this 
amount for research in mental iUness. 



43 . 

ERIC 







'a 



s 

1 XXX. HOW MUCH DOES THE COUNCIL OF STATE GOVERNMENTS REC- 

I OMMEND THE STATES SHOULD SPEND FOR RESEARCH & TRAIN- 

■ 1NG? 

1. It was the general consensus of the National Governors 1 Conference 
on Mental Health held in Detroit, Michigan, in February 1954, that 
10% of each state’s mental health budget should be allocated for 
research and training. 

2. The average percentage of the States 1 total mental health budget 
which the state mental health off* Jials feel should be devoted to 
research is 4% - some even suggest 7%. (40) 



XXXI. DO THE PATIENTS IN STATE MENTAL HOSPITALS RECEIVE 

ADEQUATE CARE? 

1. NO. In 1965, the maintenance expenditure in public non-federal 
mental hospitals in the United States per resident patient was only 
$2,461.05 per year (13), or $6.74 per day. In the same year, 
Alaska was high with $23. 02 per day. Mississippi was low with 
or y about $3. 18 per day. (13) 

a. In contrast, tne average expense per patient day in Veterans 
Administration psychiatric hospitals was $15.47 in 1964, and 
the total expenses per patient day in proprietary mental 
hospitals was $21.99 in the same year. (10) 

b. In 1964, the expenses per patient day n non-federal short-term 
general and other special hospitals in the United States, where 
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research and surgery have brought new treatments and cure for 
patients, were $41. 58. (10) This contrasts with $6.74 per day 
per capita maintenance expenditure in public mental hospitals 
in 1965. (13) 

(a) The average length of stay in short-term general and special 
hospitals in 1964 was 7.6 days (10) 



xxxn. WHAT ARE THE STANDARDS FOR CARE OF MENTAL PATIENTS? 

1. The latest approved American Psychiatric Association minimum 

standards for care are: (41) 

a. For clinical psychologists: admission and intensive treatment 
service, 1 clinical psychologist to each 100 patients; continued 
treatment service, 1 - 500 patients. 

b. For physicians: admission and intensive treatment service, 

1 physician to each 30 patients; continued treatment service, 
1-150 patients; geriatric service, 1-150 patients. 

c. For registered nurses: admission and intensive treatment serv- 
ice, 1 registered nurse to each 5 patients; continued treatment 
service, 1-40 patients; geriatric service, 1-20 patients. 

d. For attendants: admission and intensive treatment service, 

1 attendant to each 4 patients; continued treatment service, 

1-6 patients; geriatric service, 1-4 patients. (’’Attendants” 
means practical nurses, barbers, beauticians, domestics, 
orderlies, janitors and mess attendants. ) 
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xxxm. WHAT ARE THE ACTUAL CONDITIONS OF CARE IN MENTAL 



HOSPITALS COMPARED WITH APPROVED STANDARDS? 

1. The actual average ratio in state mental hospitals in 1964 was one 
physician for each 103 patients; one professional staff member 
(includes physicians, psychologists, psychometrists, psychiatric 
and other social workers, registered nurses, occupational and 
other therapists) for each 20 patients; and one full-time employee 
(includes attendants, maintenance employees, kitchen employees 
as weU as medical record librarians, teachers, business office 
employees, dentists) for each 3 patients. (50) 
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HOW MANY DOCTORS AND OTHER MEDICAL PERSONNEL SPE- 
CIALIZE IN THE CARE OF MENTAL PATIENTS? 

1. In 1965 there were approximately 14, 200 psychiatrists in the 
United States who were members of the American Psychiatric 
Association. Of these, about 600 (4%) are administrators, super- 
intendents or commissioners (some of these undoubtedly practice 
part time). (44) 

2. In 1965, there were 8,468 diplomates of the American Board of 
Psychiatry and Neurology. Of these: (45) 



6, 802 were certified in psychiatry only 
674 were certified in neurology only 
992 were certified in psvchiatry and neurology both 
8,468 

3. There were approximately 10, 644 graduate nurses employed full- 




I 

time in public mental hospitals in the United States in 1963 (14); 

103, 109 other nurses and attendants (14). An estimated 7, 500 social 
workers were employed in mental health hospitals, clinics and 
institutions in 1963 (46); however, only 2,048 were employed full- 
time in public mental hospitals (14) 

4. There were 1,734 members of the American Psychological Asso- 
ciation who are diplomates of the American Board of Examiners in 
Professional Psychology in 1965. This is the highest rating obtain- 
able in psychology, and the number includes persons who have 
specialized in clinical, counseling, or industrial psychology. The 
1965 membership of the American Psychological Association is 
23,561; anticipated 1966 membership, roughly 24,500. (47) 



XXXV. WHAT ARE THE SHORTAGES IN PSYCHIATRIC PERSONNEL? 

1. It is conservatively estimated that we need an additional 10, 000 
psychiatrists to fiU present and projected positions in state mental 
hospitals, general hospitals, clinics and community mental health 
centers. (17) 

a. About one in every four budgeted positions for staff psychiatrists 
is unfilled in Veterans Administration hospitals and in state 
hospitals for the mentally ill and the mentally retarded. (33) 

b. According to a recent survey published by the National Institute a 

of Mental Health, 21 state hospitals are without a single 
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21 STATE HOSPITALS WITHOUT A SINGLE PSYCHIATRIST 




psychiatrist, and 91 state hospi tals have only one to four 
psychiatrists. (35) 

c. Many of the filled positions are held by foreign born physicians. 
Nationally, approximately 40 percent of the psychiatrists and 
psychiatric residents working in state hospitals come from 
other countries and, in a number of states, more than half of 
the total psychiatric complement is made up of foreign born 
physicians. (35) 

2. The shortage of clinical psychologists is equally grave. The most 
recent figures provided by the American Psychological Association 
Placement Office show that, in 1963, there were seven positions 
offered for every three applicants. (36) 

3. One out of every four budgeted positions for professional registered 



Ti 



nurses in state mental hospitals and institutions for the mentally 
retarded was unfilled as of September 30, 1963. (38) 

4. The ratio of mental health professionals to patients in state mental 
hospitals in 1964 falls far below the minimum personnel standards 
recommended by the American Psychiatric Association, as illus- 
trated in the following table: (39) 
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XXXVI. ARE WE MAKING ANY HEADWAY IN REDUC ING SHORTAGES OF 
PSYCHIA TRIC PERSONNEL? YES! 

1. In 1965, the number of psychiatrists, psychologists, social workers 
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and psychiatric nurses working in the field of mental health totaled 
about 65,000 as compared to 23,000 only fifteen years ago. (36) 

2. The National Institute of Mental Health has played the major role 
in this dramatic expansion of psychiatric personnel. From 1948 to 
1965, the annual number of NIMH training stipends rose from 219 
to over 9, 000. In this span of time, the Institute provided training 
for approximately 30, 000 individuals in the four core disciplines 
in the mental health field. (36) 

3. In 1983, approximately 11% of all medical specialty residencies 
were in the field of psychiatry, as against only 6% in 1950. Further- 
more, psychiatrists in 1963 comprised 7% of all medical specialists, 
as against 3% of all medical specialists in 1953. (42) 

4. Despite these remarkable increases, the burgeoning demand for 
mental health services has required personnel in the mental 
health field to divide their working hours among a number of 
facilities. For example, a 1963 survey covering outpatient clinics, 
public and private hospitals for the mentally ill and public and 
private institutions io r the retarded noted that 30% of the psychi- 
atrists and 16% of the psychologists were providing services in 
more th a n one institution. Even more striking were the number of 
professionals in outpatient clinics who had multiple employment — 
46% of the psychiatrists, 23% of the psychologists, 22% of the 
nurses and 13% of the social workers. (43) 
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5. It is estimated we will need between 120,000 and 125,000 profes- 
sionals in the four core disciplines by 1975 to overcome existing 
shortages and to meet anticipated demands generated by the new 
community mental health centers, the Medicare legislation, ex- 
panded psychiatric benefits for workers achieved through the bar- 
gaining process, the rapid growth of psychiatric units in general 
hospitals, etc. (36) 



XXX VC. ARE WE MAKING PROGRESS TOWARD FULLER HEALTH INSUR- 
ANCE CO VERAGE OF MENTAL ILLNESS? 

1. Under increasing pressure fron ,scribers, from public officials 
at the federal and state level, and from labor’s increasing mili- 
tancy at the bargaining table, the commercial insurance companies 



and Blue Cross- Blue Shield are slowly increasing their coverage 
of mental illness. 

However, a comprehensive 1965 Blue Cross Association study of 
the economic aspects of mental illness, while noting appreciable 
improvement in coverage of psychiatric illness by its member 




An adolescent pat** n 
interviewed at the 
Philadelphia Psychi^t; k 
Center. 



plans, is frank to admit that insurance benefits for mental illness 
are still far more limited than for physica l illness. Quoting from 
the Blue Cross report: 

7 ’Restrictions on these benefits are common and among 
those covered for mental illness the proportion with full 
coverage (the same benefits as any other illness) was 
somewhat less than one-third of those covered.” 

2. The commercial and non-profit insurance companies, while more 
willing to cover full, 24 -hour hospitalization of mental patients, 
are quite resistant to efforts to get them to cover partial 

hospitalization and out-patient treatment in community facilities 
and in the doctors’ office. (6) 

The 24 -hour bed is no longer a venerated receptacle for the mental 
patient. In fact, there is an increasing recognition that continuous 
hospitalization is frequently an anti -treatment device, making it 
all the more difficult for the mental patient to resume his duties 
in society. (6) 

Day hospital coverage is much more economical for the insurance 
companies. For example, in January of 1964, Colorado Blue Cross 
began covering 30 days of day hospital care at the Colorado General 
Hospital. Figures on the first year of coverage show an average 
treatment period of 12 days, at a cost of $18 per day. This day 
care cost compares with $34 p«r day for 24 -hour hospital 
treatment at Colorado General. At the Fort Logan Mental Health 
Center in Denver - a public facility - inpatient care is $20 per 
day, while day hospitalization is only $8 per day. (6) 



3. The importance of adequate insurance coverage of mental illness, 

particularly for short term community-based care, was heavily 

stressed in President Kennedy’s historic 1963 message on mental 

illness and mental retardation when he told the Congress: 

’’Mental health services should be financed in the same way 
as other medical and hospital costs. At one time, this was 
not feasible in the case of mental illness, where prognosis 
almost invariably called for long and often permanent 
courses of treatment. But tranquilizers and new therapeutic 
methods now permit mental illness to be treated success- 
fully within relatively short periods of time - weeks or 
months, rather than years. ” 

President Kennedy directed the Department of Health, Education 
and Welfare to set up a task force on insurance to meet with the 



major carriers and develop a minimum set of standards for psy- 
chiatric insurance. Late in 1964, the Task Force on Insurance 
released a set of principles designed to promote broader coverage 
of mental illness. The major principles are: 

a. Emphasis should be placed on early referral and short-term 
intensive therapy. With regard to out-patient benefits, this 
would indicate low deductible features and low co-insurance to 
encourage early care. 

b. In-hospital benefits should be increased and partial hospitali- 
zation should be included in all benefits. Included within the 
definition of ’’allowable hospital expenses” should be those in- 
curred within day and night hospital programs. 

c. Increased coverage should be given to all the professional skills 
essential to treatment and rehabilitation of the mentally ill - 



not only psychiatrists and other doctors, but clinical psycholo- 
gists, psychiatric social workers, psychiatric nurses, etc. 

d. Comparable coverage should be provided for all accepted types 
of treatment. The objective should be continuity of care, so 
that the patient receives the most appropriate treatment at 
each stage of his illness. When deemed necessary, treatment 
visits by members of the patient’s family (collateral visits) 
should be covered in addition to the patient’s visits. 

e. Prescribed drugs should be covered for ambulatory as well as 
for hospitalized patients. Drugs are a vital resource for the 
treatment of mental illness, whether the patient is ambulatory 
or hospitalized; moreover, drugs may be the very factor keeping 
some patients ambulatory instead of having to be hospitalized. 
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xxxvm. WHAT ARE SOME OF THE BREAKTHROUGHS IN RECENT YEARS 
IN INCR EASED COVERAGE OF PSYCHIATRIC ILLNESS? (48) 

1. The Federal Employees Health Benefits Program, enacted by the 
Congress in 1959, covers more than two million federal employees 
and their four million family members for both basic psychiatric 
hospitalization and, under an optional major medical plan, for 
out-patient care including a limited number of visits to a private 
psychiatrist. A survey of the first three years experience with 

the plan reports one ?anual admission for psychiatric iUness for 
every 500 members, and an average hospital stay of only 11 days 
per admission. This is muon less than the admission rate for 
most other illnesses — for example, there are ten times as many 
admissions under the federal plan for respiratory diseases. 

2. Retail Clerks Local 770 of Los Angeles has pioneered in providing 
psychiatric services for its members since 1960. The employers 
contribute two and a half cents an hour in fringe benefits for the 
psychiatric program. This generates about $6u0, 000 a year and, 
for this amount of money, the Southern California Permanente 
Medical Group provides psychiatric hospitalization and unlimited 
out-patient care. Any clerk or his dependent can, in the course of 
a year, come in for any kind of program: a long, chronic problem, 
an educational program, a problem concerning the speech diffi- 
culty of a child, parent-child guidance, diagnostic evaluation, 
marital and pre-marital counselling - in other words, the whole 
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spectrum of psychiatric services as we know them today. 

Only a small number of retail clerks - one for every thousand 
eligible members - is hospitalized; the median hospital stay is 
less than 20 days. Family therapy accounts for the bulk of the 
case load — at present, about 40 percent of the total service 
provided. 




3. The biggest breakthrough in coverage of psychiatric illness for 
workers was the landmark United Auto Workers Contract of 1964, 
covering two and a half million workers and their dependents in 
77 major American cities. The plan, which went into effect on 
September 1, 1966, not only provides generous inpatient benefits, 
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but it allows each worker $400 per year in out-patient benefits. 

Its emphasis upon out-patient treatment either in the doctor’s 
office or in day hospitals, community mental health centers and 
clinics; its coverage of drugs dispensed by a hospital or commun- 
ity mental health facility; its use of group psychotherapy and family 
counselling, and its coverage of services, including psychological 
testing, provided by various members of the mental health team 
embody the most enlightened principles of progressive psychi- 
atric coverage. 

Furthermore, and this may be its most important contribution, it 
encourages the worker to seek treatment by providing the first 
five visits for therapy at no cost, and then slowly increasing the 
co-insurance contribution over the duration of the period of treat- 
ment. This is the obverse of most existing plans, which insist 
upon a high deductible and heavy early co-insurance to deter 
utilization. 

Dr. Daniel Blain, President of the American Psychiatric Asso- 
ciation, when the UAW contract was negotiated, and now an active 
participant in its implementation, recently hailed the UAW plan 
as establishing "a prototype which, if emulated in future bargain- 
ing contracts throughout American industry will, for the first 
time in history, make adequate psychiatric care available to 
millions of Americans who have been deprived of it. " 



XXXIX. HOW DOES THE 1965 MEDICARE LEGISLATION INCREASE BENE- 



FITS FOR THOSE OVER 65 AND FOR MEDICAL INDIGENTS 

GENERALLY? (49) 

1* Under the basic Social Security provision (Part A of Title 18), 
persons over 65 with a diagnosed mental illness are entitled to up 
to 90 days of care in a general hospital or community mental 
health center for each spell of illness, with the patient paying a 
$40 deductible for the first 60 days, plus $10 a day for the 61st 
and subsequent days. The mental patient is also entitled to up to 
100 days of post-hospital extended care per duration of illness in 
a nursing home, or other facility which is not rvimarily for mental 
patients. He is also entitled to 100 home visits by health workers 
representing agencies not primarily engaged in the treatment of 
mental illness. 

If the patient is placed in a public or private institution solely en- 
gaged in the treatment of mental patients, there is a lifetime limit 
of 190 days on such coverage. 

2. Under the voluntary section of the Medicare legislation (Part B of 
Title 1 8), the individual who elects to enter the plan pays $3 a 
month and the federal government matches this sum. Subject to a 
$50 deductible, the plan covers 80 percent of the patient 1 s bill for 
physicians 1 services in and out of the hospital, home health 
services, drugs, diagnostic tests, etc. The only restriction on 



psychiatric benefits relates to out-patient care - during any 



calendar year, the limit is $250 <br 50 percent of the expenses, 
whichever is smaller. 

3. Under the revised Kerr-Mills program, as outlined in Title 19 of 
the Medicare legislation, medical services are extended to in- 

J 

elude larger categories of the medically indigent (as opposed to 
aged on public assistance rolls); dependent children ; and rela- 
tives responsible for their care, under the Aid to Families of 
Dependent Children; the permanently and totally disabled, the 
blind, etc. 

With regard to mental illness, state plans which qualify for in- 
creased federal matching monies may include psychiatric in- 
patient services in a public or private mental institution for 
patients over 65 years of age, and in a general hospital for those 
patients who are under 65. After July 1, 1967, states planning to 
qualify for matching monies must provide a minimum medical 
assistance program also including outpatient hospital services, 
laboratory and X-ray services, skilled nursing home services and 
physicians’ services regardless of where they are provided. On an 
optional basis, states may provide a broad range of additional 
services such as prescribed drugs, dental services, eyeglasses, etc. 

4. Under another section of the Medicare legislation, covering public 
assistance recipients, federal funds to the states are authorized for 
the first time to share in meeting the costs of patients over 65 years 



of age in mental institutions. This provision, which went into effect 
on January 1, 1966, will give the states an estimated $75 million a 
year in additional monies for the care of aged patients. However, in 
order to qualify for these funds, states must submit evidence that 
this additional money is being used for improved services. 

Patients on public assistance under 65 years of age in general 
hospitals who have a diagnosis of mental illness are now eligible - 
again for the first time — for federal matching payments. However, 
states wishing to qualify for this additional federal money must 
submit plans, including provisions designed to insure the best 
possible care for each mental patient covered. The state plan must 
stress alternatives to institutional care, with particular emphasis 
upon the development of community mental health center treatment 
facilities for these individuals. 

5. During the first year of implementation of the Medicare legislation, 
it is estimated that about $200 million in additional federal monies 
will be provided for better treatment of the mentally ill. This figure 
does not include the large sums which will go into the Health Insur- 
ance Trust Fund for coverage of psychiatric hospitalization under 
Part A of Title 18, nor does it include the additional state expendi- 
tures required as matching funds for expanded coverage of the 
medically indigent and recipients of public assistance who require 
psychiatric care. 
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W HAT ARE THE FACTS ABOUT MENT AL RETARDATION I N THE 

UNITED STATE S TODAY? 

I. HOW MANY PEOPLE ARE MENTALL Y RETARDED IN THE UNITED 

STATES TODAY ? 

1. An estimated 6 million Americans are mentally retarded. 

2. Every year, over 120, 000 babies are born who will not achieve an 
intelligence equal to that of a child of 12. 

3. Three out of every 100 children born are destined to be mentally 
retarded. 

4. Mental retardation is the major cause of disability in young adults 
between the ages of 21 and 35 receiving assistance under the Federal 
program for Aid to the Permanent and Totally Disabled. 



126,000 INFANTS ARE BORN EACH YEAR 
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THEY AND THEIR FAMILIES ADD UP TO 30 MILLION PEOPLE 



H. IN WHAT AGE GROUPS ARE MOST MENTALLY RETARDED TO BE 
FOUND ? 

1. A breakdown by age of the 6 million mentally retarded is as 
follows: 

From birth to five years of age 605, 000 
From six to sixteen years of age 1, 354, 000 
From 16 to 21 years of age 691, 000 

Total under 21 years old 2, 880, 000 

Total over 21 years old 3, 100, 000 

6, 000, 000 

(rounded figures) 



HI. WHAT ARE THE CAUSES OF MENTAL RETARDATION ? 

In general more than 100 causes are known ; others are suspected, but 

m any causes remain unknown . Mental retardation results when there is 

1. Incomplete development or destruction of tissues of the central 
nervous system 

2. No brain development before birth. 

3. Over-exposure to X-rays 

4. Certain illnesses, infections and glandular disorders during 
pregnancy 

5. Extraordinarily prolonged labor, pelvic pressure, hemorrhage or 
lack of oxygen may injure the baby’s brain 



6. A child’s full mental development may be arrested after birth by an 
accident, poisoning, glandular disturbance, chemical imbalance, 
childhood disease 
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7. Recent research also points to severe early emotional deprivation 
and other cultural and environmental factors as causes of mental 
retardation 



MILD RETARDATION 

IS MORE STRIKINGLY EVIDENT AMONG 
CULTURALLY & ECONOMICALLY DEPRIVED GROUPS 




SEVERE RETARDATION 

APPEARS TO BE MORE EVENLY DISTRIBUTED 
AMONG ALL LEVELS OF THE POPULATION 




IV. HOW M U CH MENTAL RETARDATION IS DUE TO KNOWN CAUSES? 
About 15% to 25% of cases of mental retardation have a definite known 



cause. These include: 

1. German measles, during the first trimester of pregnancy 

2. Meningitis 

3. Encephalitis 

4. Gargoylism 

5. Hypothryoidisn 

6. Syphilis 

7. Jaundice due to the Rh blood factor of incompatibility 



8. Toxemia as a result of carbon monoxide auu lead pul&uiiiug 

9. Physical trauma, including automobile accidents 

10. Prenatal injury 

11. Postnatal injury 

12. Problems in the delivery process 

13. Anoxia, which may create brain damage 

14. Metabolic disorders, such as PKU, galactosemia and maple 

syrup disease, which result from improper amino acid 
chemistry or improper carbohydrate breakdown and 
absorption. 



V. HOW MANY PUBLIC INSTITUTION S ARE THERE FOR THE CARE 
OF THE MENTALLY RETARDED REQUIRING INSTITUTI O NALIZA- 
TION ? 

1. In 1965 there were 143 public institutions for the care of the mentally 
retarded. (1) 

2. The average daily resident patient populatio n in these institutions in 
1965 was 189, 254 . There were 17, 367 admissions during the year, 
of which 15, 033 were first admissions. At the end of the year, there 
were 188,332 resident patients on the books in these institutions. 

Net releases totaled 9, 38 5. (1) 

3. In 1965 some 245, 200 mentally retarded patients were in residential 
institutions of all kinds , as follows: 

a. The average daily resident patient population in the 143 public 
institutions for the care of the mentally retarded in 1965 was 
nearly 190,000. (1) 

b. In addition, an estimated 40, 000 mentally retarded were in 
hospitals for the mentally ill. 

c. An estimated 16, 000 were in private institutions. 
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VI. H OW MANY CHILDREN OR ADULTS ARE WAITING FOR HOSPITAL - 
IZATION ? 

There are waiting lists to ta ling more than 31, 000 for state residential 
care programs. 

Vn. WHAT IS THE COS T OF INSTI TUTIONAL CARE? 

Maintenance expenditures in 1965 in public institutions for the m°ntally 
retarded totaled $439, 349, 514 . (1) 

This is $2, 183 per patient under treatment per year or $5.98 per day 
per patient under treatment. 

Only 4% of the mentally retarded are confined to institutions. 

Because of the extensive services which the community must bring to 

COMPREHENSIVE MATERNAL AND INFANT CARE 

FOR “HIGH RISK” PREGNANCY CASES IN LOW-INCOME GROUPS 

IN THE 138 LARGEST CITIES WHERE THE NEED IS GREATES' r 
1,250,000 BABIES ARE BORN EVERY YEAR 

<5 <5 

C*7-A.l CL7-4 CtT-A.1 CtJ-A.1 







OF THESE , 

375,000 BABIES ARE BORN TO MEDICALLY INDIGENT MOTHERS 



bear on the other 96%, it is impossible to estimate the total financial 
burden these mentally retardeu impose upon their families and com- 
munities, but it is estimated in the billions. 



VIII. WHAT IS SPENT ON BU ILDINGS TO CARE FOR THESE PEOPLE ? 
An estimated $100 million annually. 



IX. HOW MANY DIAGNOS'i: J C LINICS AND WORKSHOPS ARE THERE IN 
THE UNITED STATES FOR THE MENTALLY RETAR DED ? 

1. Approximately 198 clinics are included in the Children’s Bureau 
listing. 

2. There are about 325 workshops specifically for the retarded in the 
U.S. today. 



X. HOW MANY MENTALLY RETARDED COULD BE REHABILITATED IF 
THERE WERE ADEQUATE FACILITIES? 

Of the 6 million children and adults afflicted with mental retardation: 

1. 75% to 85% are capable of becoming self-supporting, independent 
citizens both economically and socially if they receive adequate 
services such as special education and rehabilitation. 
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2. 10% to 20% are capable of becoming partially self-supporting if they 



receive adequate services such as: 

a. Training in self-care 

b. Medical diagnosis and treatment 

c. Day -cars centers 

d. Sheltered workshops 

e. Counseling services 

f. Programs for recreation 

3. Only 5% of all cases remain completely dependent . This group of 
severely impaired persons requires close supervision and adequate 
medical care 24 hours a day usually in residential facilities. 



VOCATIONAL REHABILITATION 
OF THE RETARDED PAYS 

BASED ON A STUDY OF 1,578 ADULT RETARDATES 




$1,600 




ANNUAL WAGE 
BEFORE REHABILITATION 



ANNUAL WAGE 
AFTER REHABILITATION 



XI. HOW MUCH IS BEING SPENT FOR RESEARCH IN MENTAL 
RETARDATION ? 

About $42, 679,964 is being spent for research in mental retardation, 



as follows: 




Federal funds - $33, 897, 000 in 1965: 



U. S. Public Health Service - 

Nat’l Institute of Neurological Diseases 
and Blindness 

Nat’l Institute of Mental Health 
Nat’l Institute of Child Health & Human 
Development 
Other USPHS activities 

Office of Education, Dept, of Health, Education, 
and Welfare 

Vocational Rehabilitation Administration, Dept. 

of Health, Education, and Welfare 
Welfare Administration (Bureau of Family Services, 
Children’s Bureau) 



$11,002,466 

8. 743. 000 

3. 049. 000 
6, 343, 534 

$29,138,000 

1.019.000 

2 . 211.000 
1,529,000 



Total federal funds 



$33, 897, 000 



Private funds - $8, 782, 964 in 1965: 



Kennedy Foundation, fiscal year 1965 for construction 
of facilities & support of approximately 70 research 
projects $ 4, 500, 000 

The National Foundation, 1965, in support of 

research primarily in birth defects 3, 908, 723 



Association for the Aid of Crippled Children, 
annual estimated expenditures for research 

in mental retardation $ 200, 000 



Nat’l Association for Retarded Children 1965 
-approximately 



Total of Federal & Private Funds Listed 



174,241 
$ 8,782,964 
$42. 679, 964 



Thus, while we are currently spending annually $42. 6 m illion for 
research to find answers to mental retardation, mental retardation 
costs the nation annually: 

$439 million for maintenance expenditures in public institutions 

for the mentally retarded; 
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$100 million for buildings to care for the mentally retarded. 




Xn. W HAT ARE SOME OF TH E PROMISING LEA DS IN R ESEARCH IN TH IS 
AREA ? 

1. Chromosomal studies 

2. The great many projects in the field of genetics which promise to 
throw light on the transmission of hereditary defects as well as the 
findings related to RNA and DNA which suggest how genetic anomalies 
occur. 

3. Biochemical studies on inborn errors of metabolism which in- 
clude methods of detection and preventive treatment. 

4. The Collaborative Perinatal Project of the National Institute of 
Neurological Diseases and Blindness, (NINDB) which is yielding 

data on pre-natal obstetrical, congenital and traumatic causative 
factors. (2) 



5. A simple, rapid blood test for diagnosing German measles 
‘ (rubella) developed by NINDB, suggesting more prevention of 

r 

■ retardation. (3) 

r 6. Discovery by NINDB that toxoplasmosis and salivary gland 

infections may outrank German measles as a hazard to the un- 
' born children of pregnant women. (2) 

^ 7. A new technique for early mass screening for phenylketonuria 

(PKU) designed by NINDB grantees, so that early diet may pre- 
vent retardation. (2) 

£> 

1 

f 

i 

■ xm. WHAT ARE THE NEEDS OF TH E MEDICAL AND ANCILLARY 

PERSONNEL WORKING WI TH THE RETARD ED ? 

1. Pediatricians - there is a need for increasing interest of greater 
numbers through medical education. 

2. Neurologists 

3. Psychiatrists 

4. Surgeons - if medicine in general gives greater recognition to the 
care and needs of the mentally retarded, more corrective and 

► 

plastic surgery will be performed. A great deal can also be done 
in more acute surgical treatment - for instance, hydrocephalus, 

, craniostenosis. 

5. Orthopedists 






10 . 



6. General Practitioners - who often make the first diagnosis need 
considerable information and stimulation of interest. 

7. Psychologists 

8. Speech Therapists - interest in the retarded is growing in this 
discipline partly as a result of speech research projects. The need 
for an increase of practitioners and the willingness to serve the 
retarded is great. 

9. Nurses - interest is increasing. The national shortage of nurses is 
seriously reflected in the limited number of nurses available for the 
retarded. 

10. Social workers - here too the retarded and their families suffer 
particularly from a shortage of personnel. 

11. Physical therapists - this discipline is only beginning to be used and 
is greatly needed particularly in a preventive role for the severely 
multiple handicapped retarded. 

12. Occupational therapists - can be used much more widely and 
effectively for educational and training as well as functional 
correction. 

13. Special educators for the blind - who can adapt their skills to the 
training of the severely handicapped blind retardate. 

14. Teachers specially trained in teaching the mentally retarded. 



XIV. WHAT NEW LEGISLATION HAS BEEN PASSED TO AID THE 



MENTALLY RETARD ED? 

1. New legislation (signed into law by President Johnson in 1965) made 
available funds of $303, 631, 000 for mental retardation programs to 
be carried on by the operating agencies of the Department of Health, 
Education, and Welfare. 

a. $176,276,000 of this amount .s for the support of a wide variety 
of activities including research studies, demonstrations, profes- 
sional preparation, services, construction and planning. 

b. The remaining amount $127, 355, 000 provides for income 
maintenance of persons who are mentaUy retarded. 

2. Mental retardation legislation authorizes matching grants for the 

construction of a number of large research centers, university - 
affiliated research and treatment centers, anc community and other 

non-profit facilities for the care of the mentally retarded. 

3. Additional legislation has been enacted (signed into law by President 
Johnson in 1965) which provides funds through the Department of 
Labor for "on-the-job" training of the mentaUy retarded. 

a. $476,000 of this amount provides for "on-the-job" training of 
1, 500 mentally retarded persons in retail establishments. 
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ARTHRITIS? 



WHAT IS THE PREVALENCE AND COST OF 
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ARTHRITIS & RHEUMATISM 



WHAT IS BEING DONE FOR PEOP LE WITH 
THESE DISEASES? 
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I. HOW MANY PEOPLE IN THE UNITED STATES HAVE ARTHRITIS AND 



RHEUMATISM? 

1. An estimated 13 million persons (1 out of 15) in the civilian non-institu- 
tional population in the U. S. today report that they suffer from some 
form of arthritis. (22) 

a. 10.4 million reported that they had at some time seen a doctor about 
their arthritis. 

b. 3. 3 million reported limitation of their major activity because of 
arthritis. 

c. About 700, 000 of these were unajle to work, keep house, go to 
school or engage in most recreational activities. 

2. Arthritis and the rheumatic diseases are second only to heart diseases 
as the most widespread chronic illness in the United States today. 

a. Among persons aged 65 and over, heart conditions and arthritis or 
rheumatism were reported as causing, respectively, 24% and 
23% of the limitations of major activity. (2) 

b. Nearly 1 out of 4 women reporting limitations in their ability to keep 
house named arthritis or rheumatism as the cause. (2) 



II. DO CHILDREN ALSO SUFFER Vv.ZH ARTHRITIS? 

1. An alarming number of young persons also Lave the disease. 

a. A total of 198,000 victims of arthritis are under 25 years old. (22) 



Of these: 



157, 000 are between the ages of 15 and 24. 

41, 000 are under the age of 15 

b. An estimated 57, 000 school age and pre-school children are victims. 

2. The arthritis of children is frequently the progressive and crippling 
kind. These children approach adulthood handicapped by a condition 
which may restrict them vocationally, economically, or socially all the 
rest of their lives. 

In 30% of cases, the disease continues even up to 15 years after 
onset with progressive crippling; 

In 25% of cases the disease continues, but with periods of remission 
and only minor crippling; 

In 45% of cases, the disease becomes inactive after varying periods 
of time. (5) 



HI. WHAT ARE THE MAJOR FORMS OF RHEUMATIC DISEASE? 
The major forms of rheumatic disease are: 

1. Rheumatoid arthritis and its variants: 

a. Spondylitis 

b. Juvenile rheumatoid arthritis (Still’s Disease) 

2. Osteoarthritis (degenerative joint disease) 

3. Gout 

4. Rheumatic fever and rheumatic heart disease 



IV. HOW MANY PEOPLE HAVE RHEUMATOID ARTHRITIS? 



1. Of the rheumatic disease victims who visit doctors or clinics, 30% to 



40% suffer with rheumatoid arthritis. (6) (7) (8) 






a. Rheumatoid arthritis is a systemic progressive disease that is 
the worst of the rheumatic cripplers. 

b. Its cause is unknown and the onset is insidious. There is no specific 
cure, though it is often possible to control the disease or ameliorate 
its manifestations. 

c. It strikes young and old alike but usually starts between the ages of 
20 and 45 years of age. About 50% of those who are disabled are 
under 45 years of age. 

d. In spite of the vast amount of crippling and deformity to which 
rheumatoid arthritis leads, the prognosis is by no means as unfavor 
able as is generally supposed and with early and proper treatment, 
crippling can be prevented in 70% of the cases. 



V. HOW MANY PEOPLE HAVE OSTEOARTHRITIS? 

1. Of the rheumatic patients who visit doctors and clinics, 25% to 30% 
suffer with osteoarthritis in some degree, kncwn also as degenerative 
joint disease. (6) (7) (8) 

a. This is a painful, occasionally disabling, form of arthritis, whose 
cause is also unknown, seen more often in persons who are past 
middle age. 

b. More than 80% of the persons in this nation who are past the age of 
50 and 90% of those past 60, have osteoarthritis in some degree by 
x-ray examination. In only about 12% to 15% of these patients is the 
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disease disabling. 



c. No specific treatment is known for osteoarthritis and this form of the 
disease must be managed by the control of symptoms and the relief 
of strains on the affected joints. Reconstructive surgery of the 
chronic osteoarthritic hip is one of the most successful and satisfac- 
tory treatments of this frequently encountered condition. (23) 



HOW MANY PEOPLE SUFFER F ROM GOUT? 

1. Another group of patients included in the general classification of arthri- 
tis and rheumatism are tho^e suffering with gout. This disease is much 
more common than has been generally believed. It is estimated that 
there are some 400, 000 sufferers in the United States. (6) (7) (8) 
a. Gout or gouty arthritis is considered to be an inherited metabolic 
disorder. It is one of the few rheumatic diseases which can be 
effectively treated with present forms of therapy. 





VH. HOW MANY PEOPLE SUFFER FROM RHEUMATIC FEVER? 



1. Very much a definite part of the general classification of arthritis and 
rheumatism are rheumatic fever and rheumatic heart disease. (6) (7) (8) 
a. About 1/3 of the patients with rheumatic fever develop rheumatic 
heart disease. Rheumatic fever can be prevented by the prophylactic 
use of penicillin, or other effective antibiotics. 



Vm. HOW MANY OTHER FORMS OF ARTHRITIS ARE THERE? 

1. At least 30 other forms of arthritis and rheumatism exist. Most of them 
are systemic diseases that involve the joints and at times one or more 
organic structures within the body. Among them are bursitis, fibrositis, 
myositis, neuritis and neuralgia; and such generalized connective 
tissue disorders as scleroderma, polyarteritis nodosa and lupus 
erythematosus disseminatus. 



IX.WHAT METHODS OF TREATMENT ARE PRESENTLY IN USE FOR 
ARTHRITIS AND THE RHEUMATIC DISEASES? 

1. Rheumatoid arthritis. (6) 

a. Lacking a specific cure for rheumatoid arthritis and since it is a 
systemic disease, measures of proved value, for the most part, 
are directed toward improving the patient’s general health - these 
include rest, nutrition, drugs for relief of pain and for rest and 
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sleep, physical therapy, psychotherapy and rehabilitation, 
b. Measures for the treatment of rheumatoid arthritis on which there 
is fairly uniform agreement but no complete unanimity include: (9) 

(a) Salicylates: The salicylates, of which aspirin is the most common 
are perhaps the only drugs that over the years have been widely 
used in the treatment of rheumatoid arthritis. Aspirin, in ade- 
quate dosage, has proved to be one of the most effective and 
least dangerous of any drug in relieving the symptoms of the 
disease. Aspirin not only eases aches and pains in joint stiffness, 
but research indicates that in the early stages of rheumatoid 
arthritis, the drug probably lessens the inflammatory process 
that is the basis of the disease. 

Aspirin is available in various forms that permit the use of the 
drug in persons who are unable to tolerate it because of gastro- 
intestinal distress. 

(b) Steroid hormones: These drugs are cortisone and hydrocorti- 
sone and their synthetic analogues, prednisone, methyl predni- 
solone, triamcinalone and dexamethasone, etc. The steroids 
can be quite effective in suppressing the painful and inflam- 
matory symptoms of rheumatoid arthritis. Carefully selected 
arthritics respond quite well to these highly potent drugs. Care 
must be taken to guard against serious side reactions. 

Any form of treatment is usually most effective during the 



early stages of the disease. This is also true of the steroids. 



As with gold and phenylbutazone, the steroids do not benefit 
everyone and a good number of arthritics will experience toxic 
and undesirable side reactions with their long use. 

Corticotropin (ACTH), a product of the pituitary gland, though 
a hormone like the steroids, is in itself not a steroid. ACTH, 
however, stimulates the production of steroids by the body. Its 
use has diminished greatly primarily because it can be given 
only by injection. 

(c) Gold Salts: Injections of gold have been effectively used in the 
treatment of rheumatoid arthritis for at least a quarter of a 
century. The mode of action of gold on the rheumatoid process 
is not known. However, experience has shown that about two out 
of every three persons given gold undergo a beneficial response. 
Not only does gold restrict the disease activity, but it also 
suppresses many of the inflammatory changes caused by the 
rheumatoid process. Not all arthritics will benefit from the use 
of gold and about 1/3 of them will suffer toxic and undesir- 
able side reactions from it. 

(d) Phenylbutazone: This drug is a synthetic chemical compound 
and not a steroid or a hormone. It is an analgesic for --ieumatic 
complaints (not headaches) and is an effective pain killer in all 
types of arthritis especially in spondylitis and gout. In the early 
and acute stages of rheumatoid arthritis, the drug brings about 
a decrease in joint swelling and muscle stiffness. The action of 



phenylbutazone, the little that is known of it, is not hormonal in 
any way and has nothing to do with the adrenal or the pituitary 
glands where hydrocortisone and ACTK rre made by the body. 

As with gold and the steroids, phenylbutazone cannot be taken 
by all arthritics; not all will benefit from it and a good many will 
experience undesirable side reactions. 

(e) Anti-malarial drugs: Certain compounds such as chloroquine, 
which have been developed against malaria, are used in the 
treatment of rheumatoid arthritis and systemic lupus erythema- 
tosus. Care must be taken in their use because of possible 
systemic toxic effects, including ocular movement. (9) 

2. Osteoarthritis. (9) 

a. No specific therapy is known for the treatment of degenerative joint 
disease. Treatment is symptomatic and includes rest for the in- 
volved joints, physical therapy, weight reduction, drugs and, in 
some cases, reconstructive surgery to correct badly deformed 
joints or other mechanical disturbances. Steroids are also used 
locally in the joints to relieve pain and swelling. 

3. Gout. (10) 

a. For more than 400 years, colchicine was the only drug known to be 
of value in the treatment of acute gout. In the past 15 years, a num- 
ber of important compounds have been accepted as very useful 
therapeutic agents: uricosuric agents, such as probenecid (benemid), 
phenylbutazone (butazolidin) and sulfinpyrazone (i.nturan) are effective 
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in reducing uric acid concentration in blood and tissues to normal 
levels. It has been found that in addition to colchicine, phenylbuta- 
zone and in some cases ACTH can terminate an acute attack of 
gouty arthritis within 24 to 48 hours or less. The uricosuric agents 
have no value in acute attacks of gout, but with prolonged use, the 
susceptibility of the body to attacks of acute gout is reduced, and 
more important, the uricosuric drugs prevent the permanent 
crippling that results from destruction of joints by urate deposits. 

Doctors now have what is essentially a 3-pronged attack against 
gout. They have drugs, colchicine especially, for use during 
seizures of gout: they have drugs to make the body get rid of 
excess uric acid; and now they have allopurinol to prevent the 
bo dy’s making too much uric acid in the first place . (1) 

4. Rheumatic Heart Disease 

a. Treatment is directed chiefly to the prevention and the suppression 
of inflammation of the heart. With adequate treatment or prevention 
using anti- microbial agents such as penicillin, the incidence ol 
rheumatic fever following hemolytic streptococcal infection can be 
reduced almost to extinction. Recurrences of rheumatic fever among 
known rheumatic subjects, who are unusually susceptible, can be 
reduced to 2%. Without these agents, the recurrence rate among 
rheumatic fever subjects following a hemolytic streptococcal in- 
fection has been as high as 50%. (10) 



X. WHAT IS THE RECENT RESEARCH PROGRESS AGAINST ARTHRITIS 



AND RHEUMATIC DISEASES? 

Although there have been no ’’major breakthroughs” in arthritis during 
the past year, recent research progress includes the following: (15) 

1 . Rheumatoid arthritis was long felt to be inherited in some unknown 
way. A recent epidemiologic study among Blackfeet and Pima Indians 
conducted by investigators of the Nat’l Institute of Arthritis and Meta- 
bolic Diseases has provided the foUowing interesting results on this 
question. 

The 2 tribes were selected because they represent genetically homo- 
geneous populations who had lived for generations in physical environ- 
ments of marked contrast, one warm and gentle, the other cold and 
inhospitable. The results of these studies indicate that rheumatoid 
arthritis is not an inherited disease in the classical sense; they further 
demonstrated that climatic environment, in a simple sense, did not 
play an etiologic role in rheumatoid arthritis since the Pima Indians, 
despite their warm climate, harbored as much clinical rheumatoid 
arthritis and considerably more rheumatoid factor, than their cold- 
weather counterparts to the North. 

These finds are of critical importance not only in correcting popular 
medical misconceptions but also in permitting research activities to 
be directed into different, more pertinent areas. (15) 




2. Preliminary studies by a grantee of the National Institute of Arthritis 
and Metabolic Diseases show that an intr a- articular injection of an 
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alkylating agent, triethylenethiophosphoramide, effectively relieves 



pain and improves joint function in patients with early non- 
degenerative, inflammatory arthritis, witho ut evidence of severe or 
prolonged side effects. (1 5) 

Encouraged by these preliminary results, the investigators are cur- 
rently conducting a more comprehensive double-blind trial of the agent, 
comparing it with corticosteroid drugs and procaine. (15) 



XI. WHAT DO ARTHRITIS AND RHEUMATISM MEAN IN TERMS OF LOST 
MANPOWER? 

1. Arthritis and rheumatism rank second among chronic conditions most 
often reported as causing activity limitation (heart conditions rank 
first.) (11) 

2. Of 19,273,000 persons reporting activity limitation, 3 million (15.9%) 
suffered with arthritis and rheumatism. (11) 

Percentage Affected by Arthritis 

FACTORY WORKERS 

CRAFTSMEN AND FOREMEN 

MANAGERS, STORE OWNERS, 

COMPANY OFFICIALS 

SERVICE WORKERS 

CLERICAL WORKERS 

PROFESSIONAL end 
TECHNICAL WORKERS 

SALES WORKERS 

11 . 





